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Student Nurses’ Opinions 


VERSTRAIN and fatigue in student nurses is 


due more to mental and emotional factors 

than physical causes, states the committee 

set up by the Nursing Mirror, following letters 
received by them and published in 1954. Mr. H. A. 
Goddard was chairman of the committee and the members 
were Miss M. Marriott, matron, The Middlesex Hospital, 
Miss N. Steele, ward sister, Westminster Hospital, Mrs. E. 
Charles (née O’Reilly), then principal tutor, Bexley 
Hospital, Mr. J. Sayer, principal tutor, Hackney Hospital, 
Miss A. Sellers, staff nurse, Ashford Hospital, Middlesex, 
Miss D. D. Rush, student nurse, Mile End Hospital, 
Miss E. M. Whapham, consultant obstetrician and gynae- 
cologist, Southend Group of Hospitals, with Miss J. E. 
Gordon, editor, Nursing Mirror and Miss P. F. Dack, 
secretary. 

The committee met eight times and set out “to 
examine the conditions under which the training of nurses 
is undertaken; to decide whether they are such as to give 
rise to undue strain and fatigue and, if so, to make any 
recommendations for their improvement.” 


Through the co-operation of the South West Metro- | 


politan Regional Hospital Board and by courtesy of the 
secretary, Mr. E. G. Braithwaite and the regional nursing 
officer, Mrs. I. Lang, letters enclosing questionnaires were 
sent to the matron and chief male nurse of each training 
school in the region. The questionnaires were distributed 
by the matrons and chief male nurses and by matrons of 
the teaching hospitals in the region, but returned unsigned 
to the committee. The report does not state how many 
hospitals took part, how many were in each category, or 
whether the students were a ‘random sample’ from those 
in each year of training. 

Over 5,000 questionnaires were distributed and 
replies were received from 1,965 students: in general 
hospitals (1,380), mental hospitals (288), mental deficiency 
(42), fever (26), sick children’s (85), tuberculosis (5), 
chronic sick (49), orthopaedic (49) and unspecified (41). 

The questionnaire presented a choice of answers, 
for example: ‘‘ Question: How often do you have to work 
hours in excess of 48 a week? Answer: (a) rarely, (b) some- 
times, (c) often, (d) regularly. Question: Which of the 
following aspects of your work do you find most tiring? 
Answer: (a) physical, (o) mental (study), (c) emotional. 
Question: Do any of the following factors worry you? 
Answer: (a) fear for the patients’ safety, (6) fear for your 
own health, (c) fear of criticism.’’ Thus the answers were 
suggested (a recognized danger when eliciting symptoms 
from a patient) and, in the main, repeated the complaints 
Teported from previous surveys. 

‘Long stretches of work between days off’ is given 
as the main cause of fatigue rather than ‘overtime’, but 


the committee state that much more than a 48-hour week 
is worked in general hospitals; 50 per cent of the students 
claimed to work “‘overtime regularly or often” in general 
hospitals compared with 28 per cent. of those in mental 
hospitals; 43 per cent. in mental hospitals stated that 
overtime was rarely worked, whereas 50 per cent. of those 
in mental deficiency hospitals claimed overtime often or 
regularly, the other 50 per cent. stating that overtime 
was woiked sometimes. Additional comments from 
general hospitals were that nurses were rarely off duty 
on time and were kept on unnecessary jobs. From mental 
hospitals there were complaints of the 48-hour week and 
12-hour day being too long and, from male nurses, that 
Overtime pay was poor. (In this country it is only in 
mental and mental deficiency hospitals that payment for 
overtime is made.) 

_ The committee states that: “Fear for the patients’ 
safety and fear of criticism predominate as factors causing 
worry except in mental, mental deficiency and chronic 
sick hospitals, where fear for the students’ own health 
comes high.’’ The majority of the students considered 
“ack of understanding of the problems-‘of the student 
nurses’ to be a major problem, though quite a number, 
again in every type of hospital, classed it as “‘no problem 
at all”. 

Comments on ward equipment and staff catering 
arrangements also varied and it would be interesting to 
know whether students from one hospital all gave the 
same reply on any one subject, the replies being only 
expressions of anonymous opinions. Statements also 
indicate that student nurses still have to attend lectures 
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in their off duty (37.4 per cent.) and some complain of 
lack of privacy when off duty, rooms being invaded at all 
hours. 

The opinions show that many of the complaints 
published in previous reports have not been remedied and 
it would be interesting to learn whether the regional 
board concerned will be able to take constructive action; 
also whether this is the first opportunity they have had 
to learn of the students’ opinions in their hospitals —which 
is possible if there are no student nurses’ councils through 
which such complaints can be heard, 

The committee compares the student nurse with the 
college student and recommends (though not unanimously) 
that an experiment be tried whereby the preliminary 
training school would give place to a first-year course of 
academic terms and vacations, with term-time residence 
in a hostel “not run by the hospital authority (ideally 
with students studying other subjects)”. The candidate 
would do ward work entirely under supervision “‘with no 
responsibility for the ward”. Subsequently a shift 
system of work is advocated (where possible) with resi- 


dence in a nurses home during the second year of training, 


Practical Nursing Contests 


THE MARION AGNES GULLAN trophy 
has been awarded annually for some years 
to the hospital whose student nurses have 
gained highest marks in a literary and 
practical contest. This year the Agnes 
Elizabeth Pavey shield is also to be 
awarded, for the first time, following the 
practical contest for student nurses from 
mental hospitals. Student nurses from 
some 30 hospitals, both general and mental, 
entered essays for the literary part of the 
contest on The Patient’s Point of View. 
The four hospitals whose entries obtained 
70 per cent. of marks—West- 


{By courtesy of ‘ Cumberland News ’.] 


over 


Nursing Times, February 22, 1957 


the option of non-residence during the third year and a 
fourth year being required before the nurse is eligible 
for registration. 
The committee makes other recommendations which 
include compulsory courses in human relations before 
appointment to any ward sister’s or senior post, the 
abolition of cadet schemes in favour of ‘pre-nursing jobs’, 
a campaign to attract older women—the more mature 
being less likely to be ‘‘tempted away by marriage’; 
modernization of buildings, equipment, etc., when possible. 
Finally, the committee feels strongly that “the time 
is ripe for a conscious building up of the ideal of nursing 
as a service’ and for a campaign to be deliberately under- 
taken ‘“‘to re-infuse the spirit of nursing and counteract 
the materialistic philosophy being pursued in some 
quarters.’’ Is the ideal of nursing as a service really a new 
concept requiring “‘conscious building-up’? We would 
suggest that it has been so built, but it undoubtedly 
requires continuous building for each generation. This 
must be based on good selection of students and good 
teaching in schools of nursing, followed by acceptance of 
responsibility for maintaining a professional service. 


Above: Lady Mountbatten inspecting the first 
aid demonstration by members of the Cypriot 
Police Force during her visit to the Island. 


Left: Miss Helen Christopher, who left London 
earlier this month to work in British Red Cross 
camps for Hungarian refugees. 


Below left: tea-party at Cumberland Infirmary. 


minster, The Middlesex, Belgrave Hospital for Children 
and St. Thomas’ Hospital—will now enter teams for 
the general nursing contest to be held at Guy’s Hospital on 
March 30. Three mental hospitals tied for first place in the 
literary contest: Holloway Sanatorium, Virginia Water, 
Rampton Hospital, Retford, and Stanley Royd Hospital, 
Wakefield. Their practical contest will be held at Horton 
Hospital, Epsom, on Tuesday, March 12. A limited number 
of observers are invited to attend these interesting practical 
nursing contests. 


Tea-party 


CUMBERLAND public health and hospital nurses were 
known to each other only as ‘voices on the telephone’ until 
Miss G. G. Laycock, matron of Cumberland Infirmary, 
invited local health visitors, district nurses and others 
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concerned with public health nursing to tea at the hospital 
recently, to meet ward sisters and other senior nurses. 
Matching face to name and voice caused much pleasure 
and amusement and was made easier by Miss J. M. Buck, 
head almoner, whose work brings her into contact with 
nurses from the hospital and the public health service. An 
opportunity for informal meetings such as this would, 
everyone agreed, help the co-ordination of the two 
services. 


Diploma in Nursing Studies 


CANDIDATES studying independently for the Diploma 
in Nursing of the University of London are being given an 
interesting opportunity for assistance through a resi- 
dential study course to be held at Dalton Hall, Man- 
chester, from April 8—-18 (see also page 229). The course 
is intended to supplement the student’s other studies in 
preparation for Part A, and no attempt has been made to 
cover the complete examination syllabus. It is hoped that 
by providing adequate time for questions and discussion 
full attention can be given to those parts of the syllabus 
which are presenting difficulties for the students. Each 
participant will receive on registration a suggested 
reading list; this background reading is considered to be 
essential in order to participate fully in the discussions 
which will in some cases be based directly on the books 
recommended. For four days lectures and demonstrations 


Archbishop 
of Canterbury, 
during an impres- 


ceremony,  dedi- 
cated the chapel 
of Queen’s Hos- 
pital, Croydon, on 
February 14. The 
Archbishop passed 
through a guard 
of honour of hospital sisters to the chapel’s closed door 
upon which he knocked three times with his pastoral 
staff. the chabe door had been opened the Archbishop 


The Archbishop of Canterbury knocks with 
his pastoral staff at the door of the new chapel 
(below right) which he dedicated last week. 


blessed the chapel and, to the singing of Psalm 122, His 
Grace, the-Clergy, and others moved in procession, 
following the guard of honour down the red-carpeted 
aisle to their places, and the service began. In his address 
His Grace spoke of the Church as a household, the home 
of the family of Christ, and then compared it with the 
hospital, which was also a family household, saying that it 
was essential that one family room should be the home 
of God—the chapel, which had at last been built to 
everyone’s joy. The service was relayed to the wards 
using the new system. 

The chapel, originally built in 1860, part of a work- 
house, was destroyed in 1942. A Croydon Committee, led 
by the then Bishop of Croydon, now Bishop of Coventry, 
had been formed to raise funds for rebuilding the chapel, 
but it was not until July 1955 that a grant of £5,000 came 
from the Ministry of Health enabling work to begin. But 
other expenses had to be met: the Croydon Committee 
raised £2,100, the Regional Board assisted, as did many 


February 26. Lonpon. N.E. Metropolitan Section 
Meeting, Nurse Tutors, Society of Registered Male 
Nurses, Ltd., Leytonstone House Hospital, E.11. 
7.30 p.m. 


LonpDon. Legislation Affecting the Employment of 
Women in Industry. Speakers: Miss E. Schofield, 
O.B.E., and Miss I. H. Charley. Occupational 
Health Section, Greater London Area Meeting. 
RCN Headquarters, Henrietta Place, W.1. 
6.30 p.m. 

February 27. Lonpon. Planning for Safety in the 
Home, Dr. C. A. Boucher, British Institute of 
Management, 8, Hill Street, W.1. 3.30 p.m. 
Admission free. | 


will fill the morning and afternoon sessions, and a pro- 
gramme of social events has been arranged in the evenings. 
Study groups on social psychology or preventive and 
social medicine will offer a choice of subjects for the 
remaining three days of the course, which will be inte- 
grated with an Occupational Health Nursing Refresher 
Course of which fuller particulars will be published next 
week. The two groups of students will share many of the 
sessions and all the social events; and it is hoped that the 
experience will be a rewarding one for all who participate. 


Queen's Hospital, Croydon, 


Chapel Dedication 


friends of the hospital, staff and patients—giving not 
only monetary gifts, but in kind. In this way the chapel 
furniture was provided, the matron, Miss M. A. Annand, 
giving the Bible. 

The colourful modern chapel, with its sky-blue and 
white squared ceiling, white walls, small white and gold 
lampshades hanging in clusters, chandelier style, and 
beautiful altar with its heavy rich blue backcloth framed 
in red and gold, the light oak pulpit, lectern, pews and 
electronic organ, all decorated with flowers for the 
dedication, must have seemed to those concerned a 


worthy reward for all their efforts. 
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PSYCHIATRIC NURSING CONFERENCE 


Papers read at the conference organized by the Scottish Board, 
Royal College of Nursing, to discuss the WHO Technical Report 


No. 105, 1966. 


(a) The Role of the Psychiatric Nurse 


by E. STENGEL, m.D., M.R.c.P., Consultant Psychiatrist, The United 
Sheffield Hospitals, Professor of Psychiatry, University of Sheffield. 


part of the WHO report which is concerned with the 
role of the psychiatric nurse. This subject is discussed 
on a level of considerable sophistication. Obviously, 
the committee decided to set the highest possible standard, 
thus offering all communities, whatever the state of their 
psychiatric services, the benefits of the most advanced 


expert experience. 


Cultural Attitudes 


Psychiatric nursing practice is directly related to 
cultural attitudes towards the mentally ill, to the develop- 
ment of psychiatry and of nursing as a profession. The 
concept of a specific therapeutic function of the nurse, 
envisaged in this report, is fairly recent and far from 
generally accepted even in this country. It has developed 
from the two chief trends prevaJent in American and toa 
lesser degree in British psychiatry, the psychodynamic 
and the sociological. It was the combination of these two 
approaches which led to a study of the mental hospital 
as a social unit with therapeutic potentialities of its own 
and of the nurse’s role within it!.*. In the words of an 
earlier WHO report, The Community Mental Hospital’, 
the main function of the modern mental hospital is “‘the 
transforming of a desocialized individual into one who can 
adapt himself either to normal society or to some kind of 
extramural care.” The Community Mental Hospital 
wants to get away from the pattern of both the general 
hospital and the mental hospital as they at present exist. 
“Too many psychiatric hospitals give the impression of 
being an uneasy compromise between a general hospital 
and a prison. Whereas, in fact, the role they have to 
play is different from either: it is that of a therapeutic 
community. As in the community at large, one of the 
reost characteristic aspects of the psychiatric hospital 
is the type of relationship between people within it.”’ 
This is a new concept of the mental hospital or at least a 
new aspect of an institution whose peculiar hierarchical 
organization most of us have so much taken for granted 
that we have not given it much thought. A change of the 
mental hospital into a therapeutic community is bound 
to affect the function of the psychiatric nurse profoundly. 

The report attempts to specify some of the factors 
which significantly influence the nurse’s role in a given 
community. There are, first of all, the social and cultural 
factors on which the concept of mental illness in the 
community and among the nurses themselves is based. 
Naturally, the role of the psychiatric nurse also depends 
- on the physical and social structure of the hospital, on the 
orientation of the medical staff, on the staff-patient ratio, 
on the domestic workers available, and on the role which 
restrictive measures are supposed to play in the manage- 


it been asked to review and to comment on that 


ment of the patient. , | 


The report then proceeds to discuss more advanced 

steps in the development of the role of the nurse in the 
modern mental hospital where she is expected to make an 
important contribution to the therapeutic programme. 
The part that the nurse has to play has to be viewed in 
the light of group psychology and group therapy. It is 
pointed out, however, that the most important use of 
group activities usually implies a recognition of and 
respect for the individual patient, a requirement difficult 
to achieve in a hospital where the staff-patient ratio is 
so unfavourable that the nurse does not know more than 
a few individual patients. But even in those hospitals 
it is important for the nurse to be aware of the fact that 
she is herself a member of the same ward group as the 
patient. 
Apart from this, she also functions as a member of 
another group—the hospital staff. Awareness of this 
double function is important for every nurse. It will 
enable her to develop skills in organizing and handling 
groups for the purpose of ward discussion and group 
activities, an innovation which has been found valuable 
wherever it has been introduced. Whether or not a 
hospital population will be a therapeutic community will 
largely depend on the orientation and skill of the nurses. 
“Such a community’, as the report beautifully says, “‘has 
built into its structure, like a school, the firm expectations 
of a change, both in the patients and in the hospital.”’ 

The chapter headed ‘The Essential Nature of Psy- 
chiatric Nursing’ takes us to the core of our problem. The 
first part of this chapter deals with the function of the 
‘direct-care nurse’, who has a crucial role in observation 


and reporting. She also plays an integral part in that 


purpose of hospital care which consists in providing 
experiences in social adjustment which should enable the 
patient to return to his place in society. 


Technical, Social and Interpersonal Aspects 


Three aspects of the nurse’s work are distinguished— 
the technical, the social and the interpersonal—which often 
overlap. Under the technical aspects, routines catering 
for the patient’s needs and comforts are included, such 
as the serving of meals, the giving of medicines, arrange- 
ments for bedding, clothing and physical care. The 
importance of the interperson.1l aspects of these procedures, 
that is, of the way they are carried out in relation to the 
patient, is duly stressed. The social aspect of the nurse's 
function includes the planning of and participation in the 
patient’s occupation, recreations and leisure as an indi- 
vidual and as a member of a group. The social activities 
provide the setting for the interpersonal relations between 
patient and nurse, and between patients themselves 
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which, if carefully observed and controlled by the nurse, 
can be invaluable for the patient’s readjustment. But 
to be able to observe and to direct interpersonal relations, 
the nurse must have learned to observe her own behaviour 
and to anticipate her own responses. 

So much for the function of the psychiatric nurse 
who is mainly engaged in the direct care of the patients. 
The work of the supervisory nurse includes responsibility 
for planning and providing nursing care within the 
hospital. It is concerned with establishing and maintaining 
lines of communication between all members of the 
hospital community. 

This is a very important aspect of the life of every 
community and its role in the mental hospital] has been 
carefully studied recently, especially in the United States. 
It is quite true that almost invariably when something 
goes wrong in a psychiatric ward the fault lies in a failure 
of the system of communication within the ward com- 
munity. Take the examples of a suicidal act or of an 
escape. I have found that almost invariably such an 
incident could have been prevented if the system of 
communication within the ward community had worked 
effectively. Somebody had not bothered to communicate 
something to the appropriate person. 

The need for staff conferences organized by the super- 
visory nurse and concerned with patients’ care is stressed. 
Her participation in conferences with the medical staff 
is strongly recommended. She also has to reconcile the 
often conflicting interests of the nursing service needs of 
the hospital and the educational requirements of the 


student nurse. 


Community Mental Health Activities 


A special chapter deals with the role of the nurse in 
community mental health activities. The care of the 
mentally ill does not begin with the admission to hospital 
and end with the discharge. Where psychiatric social 
workers, public health nurses or health visitors are not 
available, the psychiatric nurse is called upon to take her 
part in the provision of psychiatric help outside the 
hospital. 

An understanding of the basic principles of sociology 
and an acquaintance with the resources of the community 
is regarded as important for this work as well as some 
education in case-work. Other extramural activities 
include work in the outpatient clinic, the child guidance 
clinic, the day hospita] and clubs for discharged patients. 

The nurse may also function as a member of a team 
providing psvchiatric service hefore and after hospital 
care with a view to avoiding admission to, or shortening 
the stay in hospital. Amsterdam has the prototype of 
such a service, where several teams consisting of a psychia- 
trist, a psychiatric nurse and a social] worker are available 
for psychiatric emergencies and home visits. 

The committee were in favour of at least some 
members of the nursing staff working in the hospital as 
well as in the cOmmunity, a division of labour accepted 
in this country for the psychiatrist and the psychiatric 


social worker. The report also allocates an important 


function to the psychiatric nurse in mental hygiene— 
that is, the preventive applications of psychiatric know- 
ledge and skill and the propagation of mentai health 
concepts. The need for such knowledge among general- 
trained nurses is emphasized and it is proposed that a 
nurse with psychiatric training should be appointed to 
the staff of a general hospital, with the twofold purpose 
of helping the general nurse to become aware of the 
emotional aspects of her patients’ illnesses, and also of 
the role that her own emotional responses play in the 
performance of her work. The psychiatric nurse can also 


make an important contribution in assisting and advising 
the public health nurse in the manifold psychological 
and psychiatric aspects of her functions. 

The emphasis in this report is on the nurse as a 
member of the therapeutic team in which she holds the 
crucial position because she spends more time with the 
patient than any other member. The committee envisaged 
a wider scope for the activities of the psychiatric nurse 
than is offered in this country; they are meant to include 
most of the work done by the psychiatric social worker 
(P.S.W.) here. Occupational and recreational therapy 
is also regarded as part of the nurses’ function. The 
relationship of the function of the nurse to that of the 
P.S.W. on the one hand and to that of the occupational 
therapist on the other is, as you know, controversial. 
It is an open secret that among those responsible for the 
training of P.S.W.s, nursing experience tends to be re- 
garded as a disadvantage rather than an asset. They hold 
that the nurse’s outlook is too much influenced by her 
familiarity with illness and hospital life. There is some 
truth in this, but it should be possible to correct this bias 
by special teaching. If the supply of P.S.W.s should 
continue to be inadequate, or should even decline, and if, 
through some unexpected circumstances, the supply of 
nurses should improve, I could well imagine some specially 
trained psychiatric nurses in this country taking over 
part of the functions of the P.S.W. 

The nurse’s role in occupational therapy has always 
been a subject of controversy. This report seems to take 
it for granted that nurses will be responsible for occupa- 
tiona] therapy in most places, and no reference is made 
to the desirability of trained occupational therapists in 
mental hospitals. It would be in keeping with the whole 
orientation of the report if the committee should have felt 
that occupational therapy rightly belonged to the nurse’s 
functions. The pros and cons in this matter are too well 
known to require restating here. One’s attitude is naturally 
influenced by the knowledge that very few who have 
taken up occupational therapy would have entered nursing 
otherwise. And it is very doubtful whether the inclusion 
of systematic occupational therapy into the nurse’s 
training and duties would attract more candidates or 
reduce the losses of trained personnel. Whatever one may 
think about the principles involved under the conditions 
prevailing in this country we have every reason to welcome 
the occupational therapist as a member of the therapeutic 
team and to integrate her contribution with those of the 
rest. 

The report is based on the concept of mental illness 
as a disturbance of interpersonal relations. There is a 
certain danger that this concept may be misunderstood 
as an explanation of mental illness and that the treatment 
of the patient’s ability to form interpersonal relations may 


FIFTY YEARS AGO 


From the Nursing Times, AT A MEETING of the 
December 22, 1906 Psycho - Therapeutic 
Society recently, he (Dr. J. M. Peebles of Battle Creek, 
Michigan, U.S.A.) told some stories of hypnotic | 
achievements which seemed to the uninitiated frankly 
incredible. While the utmost caution must be 
exercised in accepting occult influence in medical 
practice, it is now generally admitted that ‘sug- 
gestion’ plays a very important part in healing 
disease, and it is obvious that, by keeping herself in 
good health, mentally as well as physically, the nurse 
increases her powers of healing to an enormous degree. 
—far more so than the majority of nurses have yet 
realized in practice, however readily they may admit 
the theory. 
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be regarded as a treatment of the cause. Perhaps not 
enough has been said in the report about the function of 
the nurse to tolerate some patients’ withdrawal from, and 
their lasting inability to establish adult personal relation- 
ships. Too exclusive an emphasis on the restoration of 
the latter as the only worthwhile aim of psychiatric 
nursing may lead to an underestimation of the work of 
the nurse in relation to the large chronic population in 
mental hospitals and especially to those who cannot be 
restored to the community. Considering that in many 
parts of the world the majority of the patients belong 
to this type, a knowledge of interpersonal relations in 
states of regression (that is, of personality deterioration) 
is very important. This aspect of mental nursing, which 
is the most difficult one, has been insufficiently emphasized 
in the report and perhaps even played down. But this 
is not a serious criticism of an admirable document whose 
main purpose it is to introduce a new approach into 
psychiatric nursing. 

The whole concept of nursing, and not only of psy- 
chiatric nursing, has been under review in recent years, 
for two main reasons: the growing importance of technical 
skills in the work of the nurses, and the increasing diffi- 
culty in the recruiting of a sufficient number of candidates 
suitable for training. We have had job analyses of 
nursing such as the Nuffield Report* concerning general 
nursing and, on the psychiatric side, the Manchester 
Nursing Survey® and the Bethlem-Maudsley investigation®, 
All of them aimed at contributing to the problem of the 
real function of the nurse. The report under consideration 
ventures al answer as far as psychiatric nursing is con- 
cerned. The main therapeutic function of the psychiatric 
nurses is to help the patient in establishing or re-establish- 
ing normal interpersonal relations, an ability which has 
been disturbed as the result of mental illness. Everything 
that serves this aim falls within the function of the 
psychiatric nurse. We can accept this as a valuable 
directive, but the difficulty begins when it comes to the 
actual performance of this function and the teaching of the 
skills involved in it. They fall within the field of psycho- 
therapy in the broad sense where techniques are not easy 
to describe, though they can be taught. 

Future developments will depend on the supply of 
nurses. The smaller the number of well-trained nurses 
is going to be, the more highly specialized they are likely 
to become while more and more of the patient care will 
be taken over by untrained staff. This development can 
be observed in the United States. In the meantime it 
will remain difficult to define the psychological and social 


aspects of the function of the psychiatric nurse in precise 


terms. They.are bound to vary considerably as they 
depend largely on the constitution of the therapeutic 
team which varies from hospital to hospital and even in 
one ward from day to day and from patient to patient. 


Psychiatric Nurse’s Specific Function 


The great merit of this report is that for the first time 
those aspects of the nurse’s function are not dealt with in 


generalities but as something that can be related to a body 


of knowledge derived from psychology, psychopathology 
and sociology. We are no longer told that psychiatric 
nurses deserve the same respect as other nurses because 
there is plenty of physical illness in mental hospitals and 
some scope for performance of techniques similar to those 
employed in other hospitals. On the contrary, the emphasis 
is at last on the aspects of psychiatric nursing which arise 


from the fact that there is comparatively little physical 


illness among psychiatric patients and nevertheless a 
great deal to do that is worth while. The report gives the 
answer to those nurses who, coming from general nursing, 
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complain at first about having nothing to do and tend to 
stand about waiting for something to happen, if possible 
something physical. 

To play down what is specific to mental nursing and 
to overstate what it has in common with general nursing 
is not only untruthful but also wrong from the tactical 
point.of view. There is evidence that the majority of 
psychiatric nurses prefer this field to general nursing 
because it is different. 

Two-and-a-half years ago I carried out a small 
investigation’ which is of some relevance to our subject. 
At the Maudsley Hospital we had a considerable number 
of doubly trained nurses of all ranks. I drew up a short 
questionnaire and interviewed them (67 in all) trying to 
find out what had attracted them into mental nursing. 
The result of this inquiry was very impressive: invariably 
the main attraction of mental nursing had been to them 
the much greater scope for contact with people than in 
general nursing, where techniques and routine were all- 
important and where, in their feeling, there was hardly 
any scope for human contacts. There is reason to believe 
that frustration of this need loses general nursing quite 
a few workers who might have found satisfaction in 
psychiatric nursing, provided it could be carried out under 
conditions which would make human contacts possible. 


For Best Interest of Patient and Nurse 


This WHO report is concerned with a kind of psy- 
chiatric nursing which would no doubt be in the best 
interest of the patient but also satisfy the emotional as 
well as the intellectual needs of a large section of nurses 
whose main predilection lies in human relations. This is 
why too strong an emphasis on the theoretical and technical 
aspect of interpersonal relations might be a mistake, 
although a broad understanding of how they function is 
essential. 

This modern concept of psvchiatric nursing leads us 
back to the basic theory of nursing. There is a good deal 
of talk about the nurse's role. There is no getting away 
from the fact that the nurse’s role is derived from that 
of the parent who helps the child in doing things which he 
cannot do for himself. No wonder that the exclusive 
focusing on the patient’s physical needs in general nursing 
leaves some nurses frustrated. They derive more satis- 
faction from personal relationships however precarious 
with those in need of help than from ministering to their 
physical needs alone. 

The work of the psychiatric nurse can be most 
interesting and satisfying provided it is carried out under 
conditions which allow those who have chosen this work 
to do it to their own emotional and intellectual satisfac- 
tion. This is difficult to achieve in the majority of mental 
hospitals at present. We need many new mental hospitals 
which will offer facilities for the kind of mental nursing 
which this report recommends. 

But even more important a prerequisite for the 
reorientation of psychiatric nursing is a thorough re- 
orientation on the part of the psychiatrist. This is bound 
to be a slow and difficult process but the nurses may very 
well hasten it, and conferences such as this may play an 
important part in the doctors’ conversion. 3 
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(b) From Custodial 


to Therapeutic Care 


by EILEEN SKELLERN, s.r.N., Sister-in-Charge, 
Social Rehabilitation Unit, Belmont Hospital, Sutton, Surrey. 


that I am using the term custodial care in its widest 

sense and that I do not think it is either possible or 

desirable to produce a neat blueprint for change from 
this kind of care to one that is therapeutic. What happens 
in one ward does not happen in another. 

The title of the paper however implies that change will 
take place in both nurse and patient. It is artificial to 
separate the nurse from the patient but for convenience 
I propose to focus the spotlight on the nurse and describe 
some of the effects of change on her. 


Why Change at all? 


Throughout history, reform by religious and human- 
itarian movements has from time to time attacked the 
recurring social crises of the day. This has always involved 
a change in the people who care for the sick. One of the 
great events in the care of the mentally sick happened in 
the last century when mechanical restraint was replaced in 
a number of hospitals by, to quote Connolly, staff who 
would “regulate every word, look and action of all who 
come in contact with the insane.” A high ideal indeed, and 
one can well imagine the amount of change the nurses of 
that period were forced to undergo to live up to it. 

Today the pressure for change comes from without 
and within. Overcrowded hospitals, shortage of staff, the 
reluctance of families to take on the responsibility of the 
aged and mentally disturbed are only some of the pres- 
sures. Increased scientific knowledge based on physical, 

sychological and social causes of mental illness have again 
ocused attention on the patient and his environment. 
This automatically includes the nurse who is in everyday 
contact with him in the ward. She cannot remain immune 
to these pressures however hard she tries to resist them. 
Indeed the wish to change often comes from within the 
nurse herself in order to help her patient more effectively. 
If she is to do more than keep the patient quiet and under 
control, then she has to take an active part in his treat- 
ment. The psychiatrist depends on the nurse to help him 
more than any other kind of doctor. She cannot afford 
not to change if both she and the patient are to benefit. 

Experiments in changing are being set up in many 
hospitals in this and other countries. Some are humble in 
design, others more ambitious, but all are activated by a 
sincere desire to learn more about how to help the patient. 
Change there must be, whether we like it or not. If we do 
not change we shall be left behind; we cannot stand still. 


| | WOULD like to make it quite clear from the beginning 


Problems of Change 


The social organization of the ward is built around 
the basic physical, emotional and practical requirements 
of patients and staff. Each ward is part of the total 
hospital and each hospital is part of the community. When 
a change takes place in the ward it will have repercussions 
throughout the hospital and in the community. 

In the ward, some of the people are patients and some 
are staff, but they are all individuals coming from the 
same society. Both groups have to learn to live together; 
to build a life which will allow the patient to recover, or 
live within the social adjustment he can attain, and which 


will allow staff to live and work together with and for the 
patient. The very nature of this situation puts patients 
in a dependent, passive position to the staff who have the 
authority and responsibility to organize his life in the ward. 
Inevitably the staff’s interpretation of the patients’ needs 
will influence ward organization. 

Daily routine will be designed by the staff who con- 
sider it their task to persuade and force the patients 
wherever possible to join in the routine. The staff will 
decide when the patients can get up, go to bed, eat, wash, 
work and play. If the patient is severely disturbed this 
dependent position may help more than anything else to 
relieve the symptoms and the tension within him. Whether 
or not this helps patients with other types of emotional 
disturbance and different stages of illness is another matter. 


Fundamentals 


When the nurse changes from custodial to therapeutic 
care of the patient, her relationship to him will undergo a 
fundamental change. Let us consider some characteristics 
of ordinary everyday relationships. We need opportunity 
to get to know the person; time to establish the relation- 
ship, warmth, affection, sincerity, mutual desire to know 
the other, mutual respect, freedom of speech, to express 
thoughts and feelings, perhaps a shared interest. And if 
the relationship is to last and deepen, we need the will to 
overcome the inevitable problems within the relationship. 
Our friends are those who like us despite our faults. 

If we consider these factors separately and apply them 
to relationships made in hospital wards we shall find some 
similarities and some differences. 


Opportunity. I do not see how anyone can carry out 
other than the bare essentials of custodial care when there 
are only two nurses to about 50 patients. There can be 
very little opportunity of getting to know patients in- 
dividually. But even where the staff-patient ratio is more 
favourable, the opportunity is not always taken. Wherever 
possible the nurse needs to feel responsible for a group of 
patients and to do her practical work in relation to them. 
It is generally quicker and more efficient to do the same 
set of tasks for the whole ward, but the nurse then finds 
herself more concerned with completing the task itself and 
less concerned with the patient. 

Everyday routine tasks of dressing, bathing and feed- 
ing patients give the nurse her main opportunity to make 
individual relationships. When the patient is out of touch 
with reality, the relationship is built up through these 
physical contacts. This is not dissimilar to the mother and 
small baby who establishes his first emotional contact 
through the practical care of feeding, dressing and washing. 
When the patient is more rational it is still through active 
participation that the nurse will best get to know him. 
Frequently the person most directly in contact with the 
patient in this way is the junior nurse and the assistant 
nurse. Experiments carried out in habit training, care of 
deteriorated schizophrenics, rehabilitation and so on, all 
seem to have this in common—there must be opportunity 
for staff and patients to get to know each other as 


individuals. 


Time. Usually a nurse spends at most 48 hours a 


over 
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week in the ward. This fact alone means that there will 
be large gaps of time to establish the relationship between 
patient and nurse. Unfortunately, all too often shortage 
of staff and training needs cut across and the nurse is 
moved to another ward just when relationships are being 
established. The doctor, charge nurse or sister, the assist- 
ant nurse and the domestic worker are the only people 
who stay with the ward over a long period of time, although 
many of the patients in fact stay longer than any of 
these staff members. It is therefore difficult for student 
nurses even to begin to understand what is going on. 


Sincerity, affection and warmth. Perhaps these should 
head the list, for no relationship can really exist without 
them. At the beginning of training nurses often have these 
qualities to a very high degree. Does our system as it 
stands use them or do we over the years build up a some- 
what cynical and often hard attitude, which prevents the 
free expression of warmth so fundamentally needed by the 
patient? Do we expect the new nurse to conform by saying 
‘You'll soon learn’, or “‘that patient’s behaviour is bad’’, 
rather than “that patient’s illness makes him act in this 
way ? Thus we form a moralistic rather than an under- 
standing attitude to the patient. Many of the attitudes 
built into the experienced nurse are often there in self- 
defence. If one faced squarely the many tragedies that 
must be dealt with daily it would be more than one could 
bear without support. Yet the price one pays for this 
particular type of defence may be the suppression of the 
most vital spark in building up relationships. It takes a 
mature, happy person to find alternative ways of dealing 
with such feelings. 


Mutual respect. If the patient is unaware of his 
environment he is unlikely to have any respect for the 
nurse. Similarly the nurse finds it hard to respect such 
a person. She may, if inexperienced, think that it does not 
matter what he wears and that he does not know what is 
going on. So she dresses him in old clothes and chatters 
away about him as she would never dream of doing in front 
of a fully-aware person. Yet it has been proved many 
times that such patients do have an idea of what is going 
on. When the patient is more rational and perhaps work- 
ing towards leaving hospital, the nurse finds it easier to do 
more to restore his respect and self-confidence. She respects 
him more and more as a person. One of the by-products of 
being a patient in hospital seems to be loss of self-respect 
and confidence. 


Communication. Many of us know how frustrating it 
is to be in a foreign country and not know the language. 
Many of us also know only too well how difficult it is to 
understand the ‘language’ of a severely disturbed patient. 
Yet if the nurse can establish contact with him she often 
comes to understand what is needed when no one else does. 
And she can, through this contact, help him to advance to 
a higher level of behaviour. It is the communication of 
interest that is fundamentally instrumental in bringing 
about the change in behaviour. The interested person may 
be another patient or anv staff member, from the ward 
cleaner to the doctor. 

When the patient is very ill his relationship to the 
nurse is as important to his welfare as is the newborn 
baby’s to the mother. When the patient begins to recover, 
relationships with other patients, staff and family become 
more important. The nurse’s role then changes from one 
where she has to act for her patient to one which includes 
working with him. This creates specific problems in itself, 
but the communication of interest goes on still. The more 
she can learn to listen the better she will get to know what 
the patient needs from her. 

I have worked in two hospitals where the patient 
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plays an active part in his and other patients’ treatment. 
We create opportunities, mainly in groups, where patients’ 
opinions can be listened to as well as staff’s. By listening 
and helping to convert ideas into action, patients are 
helped to test out different ways of dealing with old 
problems. Treatment of patients and administration can 
be helped in this way. At one time, reception of new 
patients, meeting relatives, planning social activities, care 
of ward linen, cleaning, planning treatment of patients, 
were all subjects for discussion by staff only. But over the 
years we changed our policy by discussing these with 
patients. 

You may be amused when I tell you that at Christmas 
I used to spend any money we had on food and crackers 
for patients. This year 1 gave them the money to spend 
and joined the group as a listener as they decided how to 
spend it. Their shopping list proved to be quite different 
from mine. They wanted onions, gherkins, sausages and 
pickles instead of fancy biscuits, and cigarettes instead of 
crackers. I was only sorry I had not asked them what they 
wanted years ago. This is only a small example to show 
that we do not really know what patients want unless 
we can open up communications and ask them. This is not 
to say that patients know best any more than staff know 
best, but where opinions are shared then decisions affecting 
ward policy may be altered. 


Shared interest. In our everyday living this can cover 
anything from collecting stamps to falling in love! In 
hospital the shared interest is the everyday life of the 
patients. Many hospitals are now trying to reproduce 
ordinary life inside the ward, modified to suit the type of 
patient and the degree of the illness. We hear it said that 
hospital buildings need reconstruction. In many cases this 
is true for it is heartbreaking to try and make a home out 
of a barn-like building with beds so closely crowded that 
they have to be scrambled over so that a patient can get 
into his own bed. Many hospitals are tackling this problem 
with patients and staff sharing in the redecoration, clean- 
ing and repairing of buildings to make them fit to live in. 
The building where I work now was condemned after the 
war; it was 100 years old and had been badly bombed. 
Yet its very age and disrepair proved to be our most 
valuable assets, for work groups were organized directly 
round the urgent need to repair it. 

At first the nursing staff did not work with the 
patients but stayed behind in the almost empty ward. 
The patients found they could avoid work in order to 
chat to the nurse. But eventually the nurses joined work 


-groups and so did some of the doctors and some senior 


staff. Very often a patient was able to teach the nurse 
how to paint or repair furniture. This temporary reversal 
of roles seems to help the patient gain confidence and 
resume responsibility for preparing for his return to the 
outside world. Sometimes this reversal can be rather 
embarrassing. Once I lost the key of a cupboard and a 
patient who had spent some years as a professional burglar 
kindly offered to teach me how to pick the lock! 

Some hospitals are now using nurses to help schizo- 
phrenic patients outside hospitals. The nurse goes with 
the patient to find a job and to see his relatives. You may © 
think that this is a job for the social worker; you may be 
right, and economically this use of nursing staff may be 
unsound. But their long-standing relationship reaps its 
reward when the nurse can help the patient through the 
difficult transition from hospital to the sterner demands 
of ordinary living when so many patients relapse. 


Order to Chaos 


You may be saying by now ‘“‘this is all very well, but 
if you start these changes where will they stop?” Much of 


| 
a 


Nursing Times, February 22, 1957 


hospital routine is designed to keep things quiet, tidy and 
ticking over smoothly. If you start changing, it might be 
like Pandora’s box when the lid was opened and all the 
spirits jumped out. What happens if ward routine is not 
done? The nurse has to bear responsibility for any trouble. 
She has to ‘take the can back’. Let us look at the nature of 
these anxieties. 

The WHO report states: **Many areas are experiencing 
such a rapid transition in the theories and concepts regard- 
ing mental patients and mental hospitals that the principles 
underlying the care of patients are in a state of flux and 
confusion.” 

This confusion leads to anxiety and however carefully 
change is planned it will always cause some disorganization 
which in turn leads to more anxiety. Every person involved 
in the change reacts in a personal way. All will at some point 
resist change and long for the ‘good old days’, often of 
course forgetting that the good old days have been ideal- 
ized in the process of time. The nurse feels insecure 
temporarily and this is transmitted to the patients who 
react to change also and make trouble for the staff. 
Relations between staff become strained as tension mounts 
and this directly affects the behaviour of patients. Stanton 
_ and Schwartz described the effects of these staff tensions 
in their book The Mental Hospital. 

A medical superintendent told me recently of a sister 
who tried to change hers and her nurses’ role to a more 
therapeutic one. She was most unpopular and the nurses 
begged her to be more strict and less permissive! They felt 
that they and the patients needed it. The sister was 
beginning to want the good old days back too and only 


Reviews 


From Witchcraft to World Health 


—by 3S. Leff, M.p., D.p.H., and Vera Leff. (Lawrence and 
Wishart Limited, 81, Chancery Lane, London, W.C.2, 21s.) 

Dr. and Mrs. Leff have given us here an interesting 
and eminently readable history of medicine from primitive 
times to the present day. Medicine is treated throughout 
as one aspect of the social setting. We are given a vivid 
picture of the life and social circumstances of the people 
among whom the doctors laboured. They, their philoso- 
phies and their skills, are constantly related to the 
environment in which they worked. Thus in discussing 
primitive medicine the authors say: ‘‘we know that he 
(the doctor) could progress no further than he did in the 
art and science of medicine, since most of his time and 
energy were taken up in the unceasing search for food 
and in protecting himself against the hazards of his 
environment.” Again, the Greek national school of 
medicine was ‘‘based on the teaching of Hippocrates and 
influenced by the methods used in dealing with the new 
problems created in the growing cities, the centres of 
commerce and the extensive military adventures of the 
empire.’’ In the chapter on the Renaissance we are told 
how the removal of the firm ban on speculative discussion 
which the Church had wielded for centuries freed medicine 
as well as others for scientific studies resulting in real 
progress in knowledge. 

The shocking conditions of living in the Middle Ages 
and the superhuman tasks confronting the medical 
profession throughout those centuries are vividly pre- 
sented. That nightmare epidemic of the 14th century, 
the Black Death, was but one of a series that were part 
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the support of the doctor in charge prevented her from 
giving up her new role. 

The following example will illustrate some of the 
anxieties felt by myself and other nurses doing similar 
work elsewhere. A doctor wanted a certain group of 
nurses to assume as far as possible full responsibility for 
their ward. The group had to look after the ward, day 
room and other rooms, and were told they could move 
furniture, decorate and make things for the rooms, as they 
thought best. The first problem for the nurse came when 
demands of this new treatment conflicted with the admin- 
istration. The administrative staff expected a certain 
standard of tidiness and uniformity when making ward 
rounds. But the patients’ standard was lower and the 
overall effect corresponded more to the standards of their 
own homes. The nurse worried because she did not want 
to be considered inefficient by senior nurses, or inefficient 
by the doctor who had emphasized that he did not want 
the nurse to work for patients but with them. 

A number of problems also arose with the patients. 
They developed strong feelings about the nurse in charge, 
rivalries sprang up, especially if she appeared to pay more 
attention to one patient than another. Some patients were 
lazy and left the work to others. The nurse became 


frightened of one man who lost his temper easily and 


became aggressive if he felt threatened, especially by a 
woman in authority. Some patients were very suspicious 
and thought the nurse was a spy planted there by the 
doctor. She found she had to get to know her patients and 
understand their relationship with her and with each other. 
7 (continued on page 220) 


of the life of the physicians of those days. 

After this the chapter on the 20th century makes 
cheerful reading. It almost justifies the postscript in 
which we are given an extremely optimistic picture of the 
coming Utopia: ‘‘In the next fifty years, with the co- 
operation of the government and the people in every 
country, medicine will at last be able to turn full attention 
on its real function, the prevention of ill-health; and the 
first essential steps must be to carry into immediate 
practice the principles laid down by the World Health 
Organization—‘Health is a state of complete physical, 
mental and social well-being and not merely the absence 
of disease’, and—‘The enjoyment of the highest attainable 
standard of health is one of the fundamental rights of 
every human being without distinction of race, religion 
or creed.’ ”’ 

From the introduction it appears that the book is 
primarily intended for medical students. Both medical 
and nursing students would find it excellent background 
reading and the best of all introductions to social 
medicine. 

The one thing I found lacking was a bibliography. 
The book is frankly a brief review. It will surely inspire 


many to further reading. 
| O.B., LL.B., S.K.N., S.C.M., H.V.DIP. 


Moral Handbook of Nursing 


A Compendium of Principles, Spiritual Aids and Concise 
Answers regarding Catholic Personnel, Patients and Problems. 
—by Rev. E. J. Hayes, Rev. P. J. Hayes, and D. E. Kelly, 
R.N. (The Macmillan Company, New York, 10, South Audley 


Street, London, W.17, 17s. 6d.) 


This little book makes most interesting reading not 
only to Catholics but to those of other denominations. 
Chapter 1 is given up to a description of the nature 
of ethics and should be read in conjunction with the Inter- 
national Code of Nursing Ethics. It is very clear and 
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eminently readable. On page five, paragraph three, the 


authors make the point which many tutors try to make 

without success: 
. .. medical ethics is concerned with moral principles. Often 
there is confusion on this point because medical ethics is 
considered as dealing primarily with medical etiquette. 
Medical ethics correctly understood deals with moral con- 
duct, a subject far more necessary and vital than etiquette 
in the life of the nurse. 

Paragraph four would prove of great value to any 
tutor preparing a group of classes on ethics, along with 
paragraphs six, nine, and 10, which define the natural law 
and discuss it in connection with happiness and morals. 

Chapter 2 is an excellent chapter devoted to a dis- 


.cussion of problems relating to the origin of life, and 


Chapter 3 deals in a similar way with the destruction 
of life, though the section on abortion seemed to the re- 
viewer in a book dealing with ethics to be rather laboured 
on the medical side. 

Chapter 4, which deals with problems relating to 
operative procedures, is interesting in an academic way but 
makes, in my opinion, for the creation of difficulties in 
the mind of the young nurse. | 

Chapter 5 deals with the responsibilities of the nurse 
to the patient: it is a long chapter dealing with every 
conceivable type of problem and with which there could 
be no fundamental disagreement. 

Chapter 6, which deals with the problem of suffering, 
requires a great deal of concentration and a defined 
philosophy of living on the part of the nurse who is to 
understand it. It is a problem which has exercised the 
minds of all the philosophers down the ages and one to 
which it is difficult to find a facile answer. We may believe 
when we ourselves are well that ‘“‘God is always on the side 
of the sufferer’’ but there is little doubt in the practice of 
nursing that suffering may make or break the patient 


‘Spiritually. 


I think this little book might well have stopped at 


Epilepsy 


R. Desmond Pond, physician, University College 

Hospital, and the Maudsley Hospital, took the 

chair at the Public Health Section open confer- 

ence on Epilepsy held in London in January. 
The speakers were Dr. Colin Edwards, physician, West 
End Hospital for Neurology and Neurosurgery, and 
Miss M. E. Allnatt, matron, Chalfont Colony, Bucking- 
hamshire. 

Introducing the subject of the conference, Dr. Pond 
referred to the extensive number of cases in which 
epileptiform fits occurred and how utterly and suddenly 
the whole life of a person could be altered by the occur- 
rence of such a fit. The subject was of particular impor- 
tance to public health nurses who might be in contact with 
such patients before and throughout their medical care. 
Hospital treatment was only required for investigation or 


for the initial treatment of severe cases. 


Epilepsy was a symptom rather than a disease, said 
Dr. Edwards. As a cough might be a symptom of con- 
ditions ranging in severity from a particle of dust irritating 
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page 121 because it seems that the following chapters have 

no real place in a book of this kind. In a nutshell this isa 

book to be read by every tutor but one which I should 

hesitate to put into the hands of the young and inex- 
perienced nurse without comment. 

M. C. N. L., R.G.N., S.C.M., D.N.(LOND.), 

DIP. IN EDUCATION (CHICAGO), 


Junior Health and Hygiene Manual 


—(Produced for the British Red Cross Society by Educational 
Productions Limited, 17, Denbigh Street, London, S.W.1, 
2s. 6d.) 

This manual is colourfully and sensibly arranged. It 
contains a straightforward account of the right way to 
keep the growing body healthy. Children will not be dis- 
couraged by childish language or babyish illustrations, 
and the whole manual is carefully indexed and clearly 
printed. 


Books Received 


The Young Handicapped Child. Educational Guidance for the 
Young Blind, Cerebral Palsied and Deaf Child.—by Agatha H. 
Bowley, Ph.D., F.B.Psy.S., with a section on the Young Deaf 
Child by L. Gardner, B.Sc., Dip. Ed., Dip. Psych. (E. and S. 
Livingstone, 10s. 6d.) 


Operating Room Technic (fifth edition).—by the Sisters of 


St. Francis and St. Mary’s Hospital, Minnesota. (W. B. 
Saunders Company, 52s. 6d.) 


Psychology of Human Behavior for Nurses.—by Lorraine 


Bradt Dennis, B.S., R.N., M.S. (W. B. Saunders Company, 
24s. 6d.) 


Manual of Recovery Room Care.—by Members of the Depart- 
ment of Surgery, The New York Hospital—Cornell Medtcal 
Center. Edited by John M. Beal, M.D. (The Macmillan 
Company, New York, 26s.) : 


AN OPEN CONFERENCE ORGANIZED BY 
THE PUBLIC HEALTH SECTION, ROYAL 
COLLEGE OF NURSING, IN LONDON 


the throat to cancer of the lung, so epileptic fits could 
indicate a severe or slight disturbance; there were a great 
many degrees of the major type of fit in addition to Pett? 
mal, and generalization must be avoided. 

The first essential was to allay the distress of the 
patient and his relatives as epilepsy was associated in 
many people’s minds with mental disturbances, cerebral 
disease or incapacitating fits occurring with great fre- 
quency. This was an exaggerated picture. Such cases 
gained publicity whereas less severe cases were known only 
to the patient, his doctor, close relatives and friends. To 
avoid damaging the patient’s self-esteem, Dr. Edwards 
recommended never using the word epilepsy to patients 
and relatives but referring to attacks, ‘turns’, or loss of 
consciousness. 7 

On the other hand the patient must not take so 
light a view of his condition as not to take necessary 
precautions. He must avoid circumstances which might 
cause danger to his own life or that of others—such as 
driving a vehicle or working as a steeplejack, builder or 
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_ it must also be realized and precautions taken. 
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window-cleaner for example. While some might seem 
unwilling to take precautions for themselves, they would 
usually co-operate when realizing the danger to wife, 
children or workmates. | 

For treatment we now had an excellent collection of 
anticonvulsant drugs; new ones were constantly being 
introduced but they were not necessarily better than those 
already in use. There were very few patients who did not 
benefit from treatment by these drugs but on the other 
hand there were very few patients who could be told 
they would never have another attack. The essential 
point was that the drugs must be continued and taken 
regularly. Intercurrent illness or injury was an indication, 
possibly, for an increase in anticonvulsants, certainly not 
for a reduction. ? 

General guidance for any patient subject to fits was 
a life of reasonable regularity; shift work, for example, 
with frequent changes of hours, was not advisable; a 
fixed shift was satisfactory but constant change was 
asking for trouble. As to diet, no excess was the only 


restriction, and cutting out or cutting down alcohol which 


did aggravate the condition sometimes. Dietetic restric- 
tions such as omitting meat, salt or fruit were only non- 
sense. Before drugs had been available for treatment 
some patients had responded to high fat diet but this 
was no longer necessary. Regularity of meals was 
important; if the blood sugar was reduced the amplitude 
and irregularities of cerebral rhythm were increased. The 
patient should never go more than five hours without 
food during waking hours. Dr. Edwards quoted an 
interesting case of a young man who had starved himself 
to reduce his weight of 174 st.; he suddenly lost conscious- 
ness and had six major fits. He had had none before and 
no others subsequently. 

Sports which might result in a blow on the head 
should be avoided, particularly boxing; there was evidence 


that a blow might bring on a fit ; for example, a carpenter’s 


apprentice who had been free from attacks for three years 
had had a fit half an hour after receiving a knock on the 
head. Swimming need not be banned provided the person 


had a competent swimmer with him who knew of his 


attacks; the speaker had not found patients had attacks 
during bathing, but they might occur while dressing 
afterwards. 


Marriage and Heredity 


The problem of marriage was one which had to be 
faced. Dr. Edwards emphasized that proneness to 
epileptic fits was not a contra-indication to marriage 
provided there was no secrecy. The partner must be 


informed; if the condition was concealed until after 
Marriage dreadful complications were liable. If the wife 


was the patient the effect of pregnancy on the occurrence 
of fits was unpredictable; some women had attacks only 
during pregnancy; others had none while pregnant. It 
was rare but possible for pregnancy to have to be termin- 
ated because of excessive fits. The possible danger to the 
small child if the mother had a severe fit when carrying 

There was a hereditary factor in epilepsy but only 
the tendency to fits was inherited and the risk was not 


‘great especially if one partner showed no abnormality 


in cerebral rhythm. Dr..Edwards always advised that the 
healthy partner should have an electro-encephalograph 
recorded as this could show inherent instability; about 


‘17-20 per cent. of the population showed some abnor- 


Mality in cerebral rhythm but only a much smaller 


ee suffered from fits. If the partner’s family 


tory was clear the risk of inherited instability in the 


| child was less than one in 10, and in any case it might 
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become a very valuable person. yg 

Enjoyment was essential and young people should 
be encouraged to go to parties (but keeping to orange 
and tomato juice), to dance and play tennis. Excessive 
late nights were unwise but watchfulness by the parents 
must not be overdone. The relatives should shoulder 
part of the burden and maintain a ‘watchful negligence’, 
rather than always be shadowing the child or young adult. 
The only absolutely safe life might be to stay in bed 
for ever—some risk must be accepted. A wise rule, 
however, was no locking of the bathroom door and no 
bath when there was no one else in the house, though 
there was no risk connected with showerbaths. 

When, an attack occurred the patient should be 
lowered to the floor to prevent injury by falling, the tie 
loosened and a soft firm substance placed between the 
teeth at the side of the mouth if possible; a fold of the 
jacket or dress bunched up, or a rolled handkerchief, 
were always available. Hard objects, such as a pen or 
pocket knife, should not be used. The patient might bite 
the tongue at the beginning of an attack, but less often 
later. The head should be turned to one side to prevent 
saliva being inhaled, and the head prevented from jerking 
and banging on the floor, also the limbs guarded from 
injury against furniture. Nothing else should be done— 
no cold water or vinegar or anything else should be thrown 
over the patient and he should be allowed to sleep after 
the attack to help avoid headache. 

The employment of epileptics was a difficult problem 
for the employer and might be a cause of alarm to the 
other workers. These people should not be employed in 
work which required dealing with the public, such as shop 
assistants, but many were employed in factories and their 
attacks might be so slight as to pass unnoticed. The 
discouragement of losing job after job was serious and 
there were still gross injustices, concluded Dr. Edwards, 
such as the ruling in Government employment that 
epileptics were not eligible for pensionable posts, even 
where they were prepared to waive all pension 
rights. 


Life in a Colony 


Miss M. E. Allnatt, matron of Chalfont Colony, spoke 


of the development of colonies for the important minority 
of epileptics who needed special care and occupation in 
protected surroundings because of the severity of their 


’ condition. In 1892 there had been no such provision in 


this country, but a group of people concerned at this lack 
(there were colonies in the United States and Germany) 
roused public interest and, following a meeting at the 
Mansion House, £5,000 was raised and a farm bought just 
outside Chalfont St. Peter in Buckinghamshire. They 
realized that not only a home was needed but an occu- 
pational programme. At first only 14 men could be taken 
but by 1914 there were 15 homes with 25 to 30 patients, 
men or women, in each. There were now 500 patients 
at Chalfont Colony, which covered an area of 350 
acres. | 

The colony could take some 90 children over five 
years of age and had its own school with headmaster and 
teachers. There were two homes for boys and one for 
girls, each taking 30 children during term time; the 
children returned to their own homes for the school 
holidays. Children who remained free. from fits for: two 
years returned to their own homes and continued their 
schooling from home. From 35-40 per cent. of the children 


could leave the colony and return to normal life. 


_ For adolescents at the colony there were three-year 
training courses in gardening and carpentry, for example, 
for the boys, and in domestic subjects for the girls. For 
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the adults, the colony provided both home and work—- 
they worked hard at their individual tasks. Some were 
occupied in agriculture, vegetable growing, gardening and 
caring for pedigree cattle and pigs. Others worked as 
engineers, carpenters, boot repairers and in the stores and 
kitchens; they maintained the buildings, even to making 
the bricks and helping build a house for the ‘old folks’. 
The women worked in the laundry, sewing-rooms and 
kitchen and on the poultry farm. All received 7s. 6d. 
pocket money weekly and could earn extra in various 
ways; incentives were important as in work in the outside 
world. 

The colonists went out, but always in threes, and 
took part in all kinds of leisure activities; games and 
matches, singing, art classes, Workers Educational 
Association classes, visits by dramatic companies, con- 
certs, films and television. A welfare committee met 
quarterly. 

Visitors were welcomed at any time and _ those 
colonists who could went on holiday for two months a 
year; there was a holiday home on the south coast for 
those without relatives who could take them on holidays. 
All who worked in the colony were tremendously 
impressed by the courage and tenacity of the patients. 

Colonists who hoped to retain employment and live 
in the ordinary world went out on a month’s trial and 
were then discharged if found satisfactory. Many were 
helped to obtain employment by the disablement 
rehabilitation officer. 

Follow-up reports were obtained during the two 
years following discharge. There was a long waiting list 
for adults but any 
colonists whose 
health broke down 
were given priority 
of readmission. | 

Each speaker 
answered questions 
from the audience 
and the afternoon 
closed with appre- 
clative votes of 
thanks proposed by 
Miss Cunnington 
and Miss Winch. 


Below: sports day at 
the Chalfont Colony in 
Buckinghamshire. 
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Measles Investigation 


HE results of an investigation into the prophylactic use 
of antibacterial drugs in measles, made by a study group 


of the College of General Practitioners, have been published 


by the Ministry of Health in Prescribers’ Notes Vol. II 
No. 4. Conclusions drawn from details of some 4,728 
cases are: 

(i) the prophylactic use of antibacterial drugs can be 
of little benefit, and may do harm, toa healthy child under- 
going a mild or ordinary attack of measles, but severe 
cases can obtain some benefit; 

(ii) the greater the severity of the attack the more 
benefit is derived from suitable antibacterial prophylaxis; 

(ui) a child with catarrh or who shows evidence of 
abnormal physical signs at the onset of measles can, in 
selected cases, derive some benefit from antibiotics or 
sulphonamides ; | 

(iv) an antibiotic should be chosen if pulmonary 
complications are expected; sulphonamides may be more 
useful if otitis media is present or expected; 

(v) antibiotics rather than sulphonamides should be 
used for previously healthy children under two years, 
because pulmonary rather than aural complications are 
more likely; 

(vi) routine use of sulphonamides tends to increase 
rather than reduce complications. Routine use of anti- 
biotics is expensive and largely unnecessary. 


AT THE 
CHALFONT 
COLONY 


Left: camp fire 
singing by the 
Guide Company. 


Below: 
colonists at the 
poultry farm. 
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Imonale 


CONGESTIVE HEART 
FAILURE CONSEQUENT 
UPON 
DISEASE OF THE LUNG 


PATIENT of 51 has had chronic bronchitis for 20 years. 
4 1He has had many attacks of heart failure during the past 
five years and now is in a permanent state of right heart 
failure. The expression is drowsy and listless, abdomen and 
legs oedematous. His skin has a sallow colour through which 
the blueness of intense cyanosis is easily visible. He is troubled 
by a frequent cough and is bringing up green sputum. The 
chest moves very little and his breathing while at rest is 
shallow. He is dyspnoeic when moving about partly because 
of the severe emphysema of the lungs and partly from his 
bronchial infection which produces further difficulty in 
ventilating the lungs. Patients with cor pulmonale are some- 
times called ‘black cardiacs’. Their colour is due to deep 
cyanosis resulting from defective oxygenation of the blood in 
the lungs. This central form of cyanosis with oxygen shortage 
(anoxia) of the blood is accompanied by a deep purple colour 
of the lips, ears and tongue. The hands, though blue, are 
warm, unlike the cold cyanotic limbs in heart failure due to 
valvular heart disease such as mitral stenosis. 


2. Pitting oedema of the feet is due to the heart failure. 


4. The outline of the liver has been drawn to show its enlargement. 

Ascites is often present as well. When the heart failure is extreme, 

the liver edge can sometimes be felt to pulsate owing to incompetence 
of the tricuspid valve. 


3. Sacral oedema is present when the patient has been kept 

tn bed. The stethoscope also detects rales at the bases chiefly 

due to the accompanying bronchial infection and increased 
fluid in the pulmonary tissues (pulmonary oedema). 
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JUGULAR VENOUS FILLING 


5. As heart failure develops, the pres- 
sure in the great veins of the chest rises 
and this produces a rise in the peri- 
pheral venous pressure. The con- 
gestion and increased pulsation of the 
internal and external jugular veins is 
a cardinal sign of right heart failure. 
Its degree is a sign of the rise in 
pressure in the right auricle and hence 


of the cardiac embarrassment. 


ANTISPASMODICS 
10. Bronchial spasm is a chronic 
state but has acute exacerbations 
as well. In hospital intravenous 
theophylline is the best treatment 
in the acute state; later ephedrine 
and theophylline derivatives by 
mouth. Inhalation is helpful in 
all stages. This patient is using 
an atomiser and inhaling isopren- 
aline sulphate solution in the form 
of a mist. The avoidance of 
excessive smoking and exposure 
fo ivvitant gases will also help io 

veduce bronchospasm. 


OXYGEN USE AND DANGER 


14. Oxygen can be poisonous. It alleviates the anoxia of the blood 
but also removes the stimulus to the respiratory centre which this 
provides. The patient's breathing is easy but depressed. CO, accumu- 
| lates still more in the blood and can cause coma. 


TYPICAL EXPRESSION 


6. The face is often congested, the eyes ave some- 
times prominent as in this patient, but there is 
no true exophthalmos. The conjunctiva is often 


watery and suffused. 
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CHEST DISEASE IN 


7. Some typical forms of ches 
pulmonale in England. Note th 
chronic bronchitis and bronchieda 
pulmonale when accompanied ly dima. 

of chest disease such as pneumoiwnige tuber 
cor pulmonale much less often. Wy case 
acute illness, usually a bronchial in which 
precedes the onset of heart failun: is nc 

The mortality rid. 


11 and 12. The chest expansion 1s too small 
to emphysema). 


The physiotherapist trains the | 
abolish f 


SALT & WATER INTAKE | 
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which lead to cor 
portion of cases of 
se only cause COY 
ma. Other forms 
tuberculosis cause 
ly cases there is an 


is not invariable. 


OVING VENTILATION 


neffective breathing habits. 


HEART FAILURE 


The heart fails in cor pulmon- 


partly because of the raised 
onary blood pressure and 
lly because of the effect of 
“a and of bronchial infection 
us contractility. The failing 
wation in the kidney dimin- 
sexcretion of the daily salt and 
whichis necessary to counter- 
ance the intake in the food. 
ince oedema develops and the 
Ms and liver become congested. 
¢ heart failure is not accom- 
Med by a fall in cardiac output 
nvalvulay heart disease, but the 
im output needed during 
mise cannot be obtained. The 
cardiac rhythm is regular. 


: BUT THE LUNG DISEASE REMAINS 
HRONICALIY REDUCED PULMONARY EFFICIENCY TO DISEASE OR OEFORMITY 24 HOURS 


VENTILATION 


8. Emphysema and bronchial obstruction from spasm and infection 


cause inadequate gas exchange in the lungs. | ) 
is retained in the blood, oxygen is not taken up in normal amount with 


resulting anoxic cyanosis. 


“AURICULAR 
MEAN PRESSURE 
MM 


the chest cannot be emptied of air (increased residual air due 
to breathe in a velaxed. fashicn, to improve expiration and to 


Carbon dioxide (CO,) 


ANTIBIOTIC TREATMENT 
9. Sputum before and after treatment with anti- 
biotics. The volume lessens and the colour changes. 
Ventilation is usually easier when there is less 
sputum. 


THE VICIOUS CIRCLE IN COR PULMONALE: PART I 


ANOXIA an> CARBON DIOXIDE RETENTION 


‘DEPRESSION OF FURTHER REDUCTION 
RESPIRATORY OF VENTILATION 


NO _MORPHIA _MUST_BE GIVEN | 
iF USED IT MUST. BE 
43 


13. Chronic retention of CO, in the blood poisons the respiratory : 
centre of the medulla. Morphia can produce a fatal asphyxia by™ 7 
depressing ventilation too far. Even barbiturates may be dangerous. | q 
Avoid hypnotics as far as possible. Give benzedrine by mouth or intra- z 

muscularly to stimulate the respiratory centre. : 


PROOF OF 
PULMONARY 
HYPERTENSION 
IN 
COR PULMONALE 
| 16. The pulmonary 


blood pressure and 
right auricular pres- 
sure. compared. In 
chronic bronchitis, be- 
fore failure develops, 
the right auricular 
pressure and pulmon- 
ary artery pressure are 
normal. When failure 
develops, both rise and 
again fall as the patient 
‘comes out’ of failure. 
There is no persistent 
rise in the pulmonary 
blood pressure as in 
mitral stenosis. 
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DIURETICS—SHEET ANCHOR OF TREATMENT 
17. This frame shows the output of urine in a normal man in 6 hours, the reduced 
output in cor pulmonale, and the diuresis produced in the latter by diuretics. Other 
diuretics can be used as well but only supplement the effect of mercurial drugs. 
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TREATMENT 
OF THE 


HEART FAILURE 


VERY other form of treatment will fail 
unless a good diuresis is obtained. Mercurial 
diuretics are best. Keep the patient on a salt- 
free diet and restrict fluids to 23 pints daily. 
Mersalyl is given at once intramuscularly. 
Ammonium chloride is helpful to the diuresis 
and is given in the morning before the injection. 
Diuretics are given every other day for the first 
week and then less often. 
Venesection is used when the jugular venous 
pressure is very high and the haematocrit . 
55 per cent. or more. Digitalis is not required. 


HEART SIZE, BEFORE, DURING AND AFTER FAILURE 


18. Before failure—notice the large cardiac 
Shadow due to right ventricular enlargement. 


REVERSIBLE HEART FAILURE LATER BECOMES 
PERMANENT 


The patient seen in frame 1 and the subject of this film- 
strip has had many cycles of oedema, bronchial 
infection and temporary cardiac enlargement. He 
now has permanent cardiac enlargement which is 
irreversible. There is no cure for heart failure but 
the patient can be helped and often restored to 
health adequate to enable a return to work. Preven- 
tion must wait for ways of preventing the chest 
disease. 


A filmstrip produced by CAMERA TALKS 
in co-operation with the Department of Medicine, 
UNIVERSITY OF SHEFFIELD 


19. During failure—shadow due to heart 1s 


larger still. 


20. Two years later but not in failure—the 
heart 1s much smaller. 


Continue treatment to improve ventilation 


SUMMARY 


Congestive cardiac failure is reversible . 
but the lung disease remains 


MAINTENANCE TREATMENT 


Continue salt restriction and diuretics 


(antispasmodics) 


Respiratory infection must be treated 
AT ONCE 
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The Case History of Jane 


by H. BRIGGS, Student Nurse, 
Birmingham Children’s Hospital. 


on November 25, having been sent with a letter 

from her doctor giving the following history. During 

the previous week Jane had vomited twice and three 
days later she seemed off-colour. The following day a rash 
had appeared, mainly on her face, and was accompanied 
by an exanthema in her mouth. A diagnosis of measles was 
_ made. The rash gradually spread over her trunk and then 
to her arms and legs, with a persistent pyrexia. 

_ Jane then developed conjunctivitis, entailing severe 
discharge from her eyes; she also complained of dysuria. 
She was treated with sulphonamide from November 22 but 
her condition continued to deteriorate, and her doctor 
sought further advice. 


Je was first seen in the outpatient department 


Stevens- Johnson Syndrome 


There was no history of any contact with an infectious 
disease: the resident medical officer made a provisidnal 
diagnosis of erythema exudativum multiforme (Stevens- 
Johnson syndrome), and Jane was admitted to the isolation 
ward. 

On admission Jane was found to be a well developed 
child of seven years. She was most co-operative though 
obviously a very ill child. Her temperature was 103°F., her 
eyelids were extremely inflamed and her eyes discharging 
profusely, which made it impossible for them to be opened ; 
despite this she complained of photophobia. Her mouth and 
lips were grossly ulcerated and she was barely able to speak 
from her half-open mouth. In addition to these symptoms 
there was a purulent discharge from her vulva which 
was also grossly ulcerated. The rash was widespread with 
blisters in areas. 

During the following few days several bacteriological 
investigations were carried out. The rash was found to be 
sterile and only a few haemolytic streptococci were found 
in the throat swab. 

Treatment was started immediately after the exam- 
ination. Jane was given hourly mouthwashes of glyco- 
thymoline and hourly drinks of whatever she would take. 
Her mouth was treated with glycothymoline and glycerin 
and borax two-hourly; Jane found this very painful but 
was most co-operative. Her eyes were treated hourly with 
warm normal saline solution; an undine was used for this 
procedure allowing a very gentle stream of fluid, and 
paroline drops were instilled. 

On the second morning after admission Jane was able 
to open her eyes; this made-her much brighter in herself 
although she still suffered from photophobia and her eyes 
continued to discharge. 

Jane loved reading, especially fairy stories, and so the 
nurses were kept quite busy reading to her whenever they 
had a spare moment. This helped her’to settle down and 
not to feel too unhappy in the strange surroundings. 

It was decided at this point to obtain advice on the 
condition of her eyes. The eye specialist gave the satisfying 
news that the cornea was undamaged, and he ordered 
aureomycin cream to be applied to her eyelids in an effort 
to clear the sores in this area. Jane was offered frequent 
drinks of glucose fluid; it was explained to her how much 


these drinks would help her to get well. They were taken 
very slowly and with much difficulty. Her total daily in- 
take was moderately good, although she was suffering from 
dysuria and did not pass urine until 36 hours after ad- 
mission; then with much patient persuasion she passed 
17 oz. 

Silicone cream was applied locally to the vulva and 
slowly the vesicles disappeared. 

The general rash was not treated locally, but with 
systemic soluble penicillin, 250,000 units six-hourly, also 
cortisone, 12.5 mg. six-hourly. The penicillin was discon- 
tinued after 24 hours. * 

After two days on this treatment her body rash 
appeared to be slowly clearing, but her mouth and eyes 
were still very sore; her eyes were now being bathed two- 
hourly, and paroline drops continued. She was now able 
to read books by herself for very short periods. 

Jane’s mouth was a little better, although the mucous 
membranes lining her cheeks and tongue were still ulcer- 
ated. Mouthwashes were continued, and she was taking 
her glucose drinks very well. Her appetite was improving 
so a soft diet was started; she took a great liking to 
strained chicken soup and this was supplemented with 
cornflakes and milk; these were taken slowly but well. 


Great Improvement 


The blisters had broken after four days and were 
rather sore, but the rash on her limbs was clearing well. 
Even at this time there was still some difficulty in mictur- 
ition; two days later Jane’s general condition was greatly 
improved except for slight pyrexia, and she was able to 
pass urine freely. 

On the sixth day we were able to bath Jane in bed 
properly for the first time; she was becoming very active, 
jumping about her cot and longing to get up. Her appetite 
had greatly improved and she was now able to eat more 


‘soft foods. 


Now that she could read without any strain we had 
great difficulty in persuading her to go to sleep, and she 
was full of mischief. 

One evening about a week after admission, the rash 
reappeared on the palms of her hands, but disappeared just 
as quickly without any local treatment. Her eyes were 
very much better and so eye-bathings were discontinued, 
but the paroline drops were continued three times a 
day. 

r On the eighth day after admission her body rash be- 
came very scaly and her temperature was raised to 100°F., 
but no obvious signs of recurrence were found and Jane 
appeared quite well in herself. For the following few days 


_She continued to improve and by December 5, 10 days after 


admission, her skin was almost clear, and all local treat- 
ment of the skin was discontinued; her pyrexia had also 
subsided. During these last few days the cortisone dosage 
was gradually decreased and she was given her last dose on 
the evening of December 5. Jane was discharged home on 
the afternoon of December 6: the rash had completely sub- 
sided though a little soreness of the eyes remained. 

The day following her discharge, Jane was again 
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brought to the outpatient department, complaining of 
increased soreness of her eyes and a recurrence of photo- 
phobia. This had started in the early evening after her 
discharge; she had not slept all night, had been crying and 
was extremely miserable: a very different child from the 
happy little girl who had been discharged home the previous 


day. | 

There was no recurrence of the body rash but her lips 
were cracked and rather sore. Jane was readmitted to the 
isolation ward and another course of cortisone was pre- 


scribed because it was thought that her last course 


had been terminated before the conjunctivitis was con- 
trolled. 

The following day Jane was transferred to an open 
ward and her symptoms quickly disappeared. 

On December 19 she was discharged home perfectly 
healthy with no symptoms whatever. 

A month later Jane attended the consultant’s clinic 
having had no recurrence of symptoms and was therefore 
discharged. 

[I would like to thank Dr. Clifford G. Parsons, F.R.c.P., for 
permission to publish this case study, also Miss Spatton, sister 
tutor, for her advice.] 
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EDUCATION FOR FAMILY LIFE 


A NEW move by the British Social Biology Council to 
reach more members of the public and extend their 
education for family life is outlined in the Council’s latest 

pamphlet, intended for parents, teachers, voluntary and 

social organizations. Since its beginning in 1914, the first 

‘ object of the Council has been to “‘preserve and strengthen 
the family as the basic social unit.”” It led the campaign of 

public enlightenment about venereal diseases, has carried 

out research into marriage and divorce and financed a 

survey of prostitution. It is now undertaking research into 

male homosexuality. The Council also organizes public 

meetings, conferences and summer schools, plans courses | 

for teachers and publishes pamphlets and other literature, 

including two journals, Family Life, issued quarterly, and 

Biology and Human Affairs, issued three times a year. 

This year’s summer school on The Child and His Home: 

Problems of Parents and Teachers, will be held at Aix-en- 

Provence, from August 24 to September 8, all-in cost £38. 

Further information about the Council's activities may 

be obtained from the British Social Biology Council, 

Tavistock House South, Tavistock Square, London, W.C.1. 


PSYCHIATRIC NURSING CONFERENCE (continued from page 211) 


Often she wanted to intervene when two patients were 
quarrelling and it took a long time to realize that another 
patient might help more effectively than herself. 


She found it especially hard to sit back and wait for | 


the group to take responsibility for itself. At first they 
worked more slowly than she, they were not as efficient 
and she often wanted to straighten out the mess they had 
made. She had very much the same frustration as the 
mother who tries to get her children to put their own toys 
away. It is quicker to do it yourself. Often she found it 
quite intolerable not to do something about the muddle. 
But the doctor had emphasized that she must not take on 
the work herself. ‘‘By all means help the patients, practical 
example of working with a patient may prove more 
effective than any words. But let them develop their 
own leaders and method of work when they are ready.” 

The transitional stage can be very trving for patients 
and staff; often patients and nurses want to revert to the 
stage when patients were completely dependent. In my 
own experience these practical problems take months to 
overcome. But if the nurse is to change from custodial to 
therapeutic care these are the kind of problems which must 
be solved. 

It is not enough to say that the nurse should be kind, 
understanding and helpful, never losing her temper and 
always efficient. These high ideals are all very well, but 
trying to live up to them can be most discouraging when 
the nurse finds herself with too much to do, and nursing 
patients whom she feels will not improve in spite of her best 
efforts. We all need the support of other people when 
attempting difficult things. If the group has some deter1- 
orated patients one finds that the less ill ones support 
them. Problems will be different in nature if the group is 
very disturbed, patients will be more dependent on the 
nurse than in a group which is more rational. 

The nurse’s need for support from the doctor may 
cause tension with the rest of the staff who are left to cope 
with often worse problems, with comparatively little 
medical support. Patients in the group will feel the impact 
of other patients’ hostility. We often forget that patients 
need help with each other, for they cannot get away from 
each other as staff can when off duty. 


In changing the nature of the ward, good communica- 
tion between patient, doctor, nurse, patient and patient, 
staff and staff, is the first essential. Whether you start 
with patient and nurse or at the other end with matron 
and superintendent, the effects of change will be felt in 
all areas. 


Barriers to Communication 


A sociologist, Warren Dunham, who has studied this 
in great detail in American mental hospitals, said that he 
felt the barriers to communication began in society itself. 
People find it hard to tolerate disturbed people, so they 
are sent to hospital. The barrier, based on deep fear and 
anxiety, divides the mental hospital and the community. 
Hospital staff are after all ordinary people and they have 
to have their defences too. Over the years a hierarchical 
structure has developed in hospital for a variety of reasons. 
Communications between the various levels is as limited 
as that between hospital and community. 

I recently talked to a group of people who had held 
regular staff meetings for two years. These had just broken 
down. Many members could not work through the trad- 
itional barriers in the hierarchy. The sister found it 
difficult te speak her mind freely to the matron because 
she feared the matron would give her a bad reference if she 
left the hospital. The facts were that this was unlikely but 
the feeling was strong and only time would show that it 
was unfounded. The nurses found it hard to be frank with 
the superintendent, looking upon everything he said as an 


instruction rather than a comment. Traditional attitudes 


were so deeply rooted that people found it impossible to 
sit down on equal terms and talk about common problems. 
This is one of the causes of frustration and such comments 
as ‘‘these meetings are a waste of time anyway”, which 
resulted in this group breaking down. : 

But things were not left there. Different groupings 
were tried and are proving successful although many of the 
old problems crop up and get in the way. The plan for 
change was arranged at top level and was designed to cover 
a period of 10 years. It became increasingly clear that 
there were certain common problems all through the 
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hospital but that nursing problems in one ward were 
different from those in another. 


Some Practical Suggestions 


I have taken part in regular ward meetings of doctors, 
nurses and patients for many years and I know that, given 
time and goodwill, they can help both in treatment’ and 
administration. Many technical problems have to be over- 
come—silences, over-talkative members, dominance by 
the leader, shyness, excessive grumbles, are just a few. 
Meetings such as these can be carried out even in wards 
where patients are severely disturbed. I know of an 
American doctor in charge of a big naval hospital to which 
all psychiatrically disturbed marines are admitted. Meet- 
ings are held every day and every patient attends, even if 
he has to be carried there. Patients and staff can talk about 
anyone or anything they choose. This doctor told me that 
over a period of time certain things have happened. 
Sedative-giving is reduced to a minimum, disturbed be- 
haviour is uncommon, and the two seclusion rooms have 
been taken over Dy the patients, one as a reading room and 


one for piano playing. Yet the type of patient admitted 
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has not changed at all. 

Usually in hospital the doctor only sees the sister who 
gives an account of the patients based on her own observa- 
tions and those given to her by the staff. If the nurse, 
however junior, is to learn and understand about her 
patients I think she must have direct contact with the 
doctor. Obviously he cannot find time to see each nurse 
separately but opportunity could be found for all staff to 
get together with the sister and doctor for discussion. I 
know it is sometimes hard to do this, time needs to be 
spent in other ways. But I think this difficulty can be 
overcome if people really want to and feel it to be impor- 
tant. We use our mid-morning tea break for the purpose 
and everyone comes but one nurse who stays with the 
patients. - At first junior nurses feel that what they have 
to say is unimportant, that the sister and the doctor know 
best. But often it is just such a nurse who is in fact closest 
to the patient. If barriers of status, seniority and so on can 
be submerged this type of group discussion can be of real 
interest. My own personal experience has proved to me 
that despite the many problems, the change is worth while 
for it can be intensely interesting, and stimulating to both 
staff and patients. 


PSYCHIATRIC NURSING CONFERENCE (SECOND DAY) 


(c) Combining Education with Practice 


by OLIVE GRIFFITH, s.R.N., s.c.M., R.M.N., 
Mental Nursing Officer, Ministry of Health. 


fist on a table. After a while I put a toy piano on the 
table, so that when he banged his fist down he struck 
the notes. His face lit up in wonder and soon he was 
banging away happily on the toy piano, thrilled with his 
latest accomplishment. His father, an American professor 
of psychiatry, who had been watching this, said to me, 


ES watching a young baby banging away with his 


“I suppose that all we can do about this question of. 


—a is to create opportunity for someone else to 
earn 


On-the-Job Education 


On-the-job education goes on all the time everywhere 
and is carried out consciously or unconsciously. I re- 
membei visiting what was reputed to be a ‘bad’ mental 
hospital. In one of the wards I asked the charge nurse 
how he introduced a new nurse to the routine. He gave a 
good, down-to-earth account of what he did. He would 
take the newcomer round the ward, te]l him what it was 
like working there, tell him what the patients did and 
what the snags were. The charge nurse had not worked 


out any system of introduction, he did not think about it | 


but just did it naturally. But his very attitude dispelled 
the anxieties of new nurses, gave them just the support 
they needed and started them off in the right frame of 
mind. This kind of education had been built up over 
the years and a tradition had developed. Even though the 


ward was ‘bad’ from other standpoints, it was good from 


this one, because on-the-job training often takes place 
without reflection, it perpetuates good and bad alike. 
For many years the apprentice type of training was 
carried out in mental-and general hospitals. At best it is 
excellent, but it requires much time from teacher and 
apprentice and can only be effective with small numbers 


and when the apprentice stays with the same teacher for 
the whole of the time. Students nowadays are too numer- 
ous for this method to be effective. Also they are moved 
around too much and cannot stay with the person from 
whom they feel they can learn for long enough. 

There followed a period in which the apprentice 
type of training was combined with the student type, 
a kind of compromise which failed to give the best effects 
of either. Then evolved the idea of a training school, 
independent of the hospital administration, which would 
control students’ time and arrange their programme. 

There is a danger that once the student has been 
shown how to carry out a certain procedure she no longer 


practices it. It is only when the nurse is so familiar with 


a particular task that she no longer has to think about it 
that she can begin to convey a feeling of confidence to 


the patient, and can develop their relationship further. | 


This stage can only be reached by practising the task 


until its execution becomes almost automatic. A test. 


for keeping or delegating any task in nursing is, ‘Does this 
take me away from the patient or bring me nearer to 


him?” 


_ The current emphasis on the importance of the — 


nurse-patient relationship as an essential instrument in 
bringing about the recovery of the mentally-disturbed 
patient and a re-awakening of his interest in people, 


desirable and commendable as it is, brings its own special — 


problems. 
The nurse’s realization of the influence she has upon 


the patient will make her aware of her own behaviour. 


- But does this make her self-consctous in the usual meaning 


of the word? Does it spoil the spontaneity of her response 
to the patient? I think that after a period of time and 
practice the nurse becomes aware of the importance of 


her attitude but loses her self-consciousness about ag 


vir 
> 
‘ 
j 


OPIES of the NURSING TIMES Index for 
7956 ave now available and can be obtained on 
vyequest from the Manager, NURSING TIMES, c/o 
Macmillan and Co, Lid., St, Martin’s Street, London, 
on receipt of a stamped addressed foolscap envelope. 


Does this awareness make her feel smug? Does it make 
her feel clever and rather proud of her new-found know- 


ledge? I think not because such an attitude is quickly 


dispelled when the nurse’s concern is for the patient 
rather than for herself. 

One cannot demonstrate to the student how her 
relationship to the patient affects him as one can demon- 
strate a practical nursing procedure. These things can 
only be learned individually by every student as exper- 
ience grows. Handing over one’s knowledge, which has 
grown as a result of one’s own experience, is difficult 
but it can be done. 


Helping Student and Patient 


The following example from my own experience of 
an incident in the ward which I used as teaching material 
may help to illustrate some of these points. 

While a student nurse and I were attending to a very 
bad bedsore of a schizophrenic patient in a catatonic 
stupor, the student nurse said to me: ““Do you think this 
woman will get better?’’ I said, “Of course she will!” 
The student then said, ““What makes you say that?” 
I knew I had to answer the patient, not the student. The 
patient was a hunchback and, as we had no access to 
case papers, the only thing I knew about her was that 
she had been a music teacher. So I said ““‘We know Miss X 
is a music teacher, she must have spent hours practising 
the piano when her back must have ached terribly. Since 
she had the courage to go on, she’s not likely to be beaten 
by a small thing like this illness.”” The effect was remark- 
able. The patient opened her eyes and rolled them round 
to look at me. This was the only voluntary movement 
she had made up to that time. 

During training I had been taught that the nurse 
should reassure the patient with emphasis, and that 
patients were there to be helped. So my first answer to 
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the student nurse was easy. The second was more of a 
challenge. I had to use my knowledge of the life stoty 
of the patient, without betraying any confidences. I had 
to use the opportunity to help the nurse understand. [ 
had to pass over to the patient a feeling of hope and a 
belief in the strength of her own personality. Perhaps 
my remark was all the more effective because it came as 
a result of the student’s faux pas. My answer was given 
obliquely to the patient. 

I wish I could say that at the time I was as much 
aware of the necessity of teaching the student as I was 
of reassuring the patient. But I was not, and I did not! 
How did my own education help in my action? I drew 
upon my knowledge of stuporous patients to realize the 
urgency of the situation. My first answer to the student 
was almost a reflex. The answer to the second question 
had to be personal, true and sincere, to convince the 
patient who had been near death and who was still very 
ill. It had to support her confidence in herself. Later the 
patient, who made a splendid but slow recovery, told us 
that she had been desperately afraid she would be given 
up as hopeless and would die, and she attributed her 
recovery in part to the personal interest I had taken in 
her. 


A Conscious Art 


Did I know what I was doing in this situation? Yes, 
I did. Was I aware of myself as an agent? Yes, I think 
so; I was not however thinking about my own attitude 
but about what one could possibly say to support the 
patient and yet give an adequate answer to the student 
at the same time. Was I self-conscious? No, not at all, 
only desperately scared that my remark would not 
succeed. Does this kind of analysis make one smug? 
Honestly I think not. One is too much concerned with the 
danger of a false move, and of satisfying the patient’s 
immediate need. 

Opportunities for combining the nurse’s duty to the 
patient and teaching the student occur often in the ward. 
In this actual situation I have described one can see that 
work and education are not opposing but integrated, 
so that the student learns as she works. 

NEXT WEEK: Techniques of Therapeutic Relationships, by Dr. 


T. Freeman, and The Preparation of Those who Care for the 
Mentally Sick, by Miss A. Altschul. 


COMMITTEE TO REVIEW RADIOLOGY PRACTICE 


COMMITTEE to review the present practice in 
A aizzrostic radiology and in the use of radiotherapy 

in non-malignant conditions has been set up by the 
Minister of Health and the Secretary of State for Scotland, 
following a recommendation, by the Committee of the 
Medical Research Council on the Hazards to Man from 
Nuclear and Allied Radiation, that a review of this kind 
should be made. 

The procedures under review by the committee are 
first, the use of X-rays in hospitals and elsewhere by 
doctcrs and dentists in diagnosing disease or injury and 
secondly, the use of X-rays or radioactive substances for 
the treatment of diseases other than cancer and similar 
conditions. The Committee of the Medical Research 
Council regarded a review of these procedures as desirable 
because a limited survey suggested that X-rays. and 
radiations from radioactive isotopes which are used for 
medical diagnosis and treatment are the most important 
source of man-made radiations to which the population 
is exposed. | 

Lord Adrian, 0.M., F.R.S., M.D., F.R.C.P., Master of 
Trinity College, Cambridge, is chairman of the review 


committee and the members are: 


Professor J. C. McC. Browne, professor of Obstetrics and 
Gynaecology, London University (Hammersmith Hospital) ; 
Sir Horace Evans, hon. physician to the Queen, director, 
Medical Unit, London Hospital; R. J. G. Grewcock, Esq,., 
dental surgeon, London; Professor R. J. Kellar, professor 
of Obstetrics and Gynaecology, Edinburgh University; 
Peter Kerley, Esq., director, X-ray Unit, Westminster 
Hospital; D. R. Maitland, Esq., radiologist, Edinburgh Royal 
Infirmary; Professor W. V. Mayneord, professor of Medical 
Physics, London University (Royal Marsden Hospital); 
Professor J. S. Mitchell, professor. of Radiotherapeutics, 
Cambridge University ; C. Naughton Morgan, Esq., consultant 
surgeon, St. Bartholomew’s Hospital; Kenneth Robson, Esq., 
chest physician to St. George’s Hospital and Brompton 
Hospital; T. Holmes Sellors, Esq., thoracic surgeon, The 
Middlesex Hospital, senior surgeon, London Chest Hospital; 
G. R. Seward, Esq., dental surgeon, Ilford, Essex; Professor 
F. W. Spiers, professor of Physics, Leeds University; 
Professor E. J. Wayne, regius professor of the Practice of 
Medicine, Glasgow University; Professor Charles A. Wells, 
professor of Surgery, Liverpool University; Professor B. W. 
Windeyer, professor of Radiotherapy, London University 
(The Middlesex Hospital). 
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NURSING SCHOOL 


NEWS 


Right: ST. JAMES’S HOSPITAL, Balham. Seated 
gntve, Miss L. E. Charlesworth, who presented the prizes, 


with matron and sister tutor. 


Blow: HOPE HOSPITAL, Salford. Mr. B. Neild, 

C.B.E., Q.C., presented the awards. Miss R: M. Ross 

won the gold medal, Miss A. Wroe the silver medal and Miss 
D. E. Mulholland the bronze medal. 


Leicester General Hospital 


HE prizes were presented by Mr. A. V. 
Martin, chairman of the Sheffield 
Regional Hospital Board. Reports were 
given on general training by Miss F. Robson, 
principal tutor, and on midwifery training 
by Miss R. S. Sheaf, superintendent midwife. 
Miss G. E. Prior, matron, reported on the 
work of the hospital. The popularity of 
the pre-nursing scheme was such that the 
hospital now had as many candidates as 
they could comfortably accommodate. 

A special prize for a paper on paediatrics 
was awarded to Miss E. M. A. Hill. The 
John Gibson Memorial medal for the best 
nurse of the year was awarded to Miss C. J. 
Camp. 

After the presentations, Mr. Martin 
teferred to the proposed expansion of the 
hospital to include new buildings and a 
psychiatric unit. 


St. James’s Hospital, Balham 


LCOMING Miss L. E. Charlesworth, 
headmistress of Sutton High School, 
Surrey, to the presentation of prizes and 
certificates, Mr. A. C. Stuart-Clark, chair- 
man of the management committee, recalled 
that she had been chairman of the first con- 
ference held for matrons and tutors in this 
country. Miss D. Morris, matron, said that 
her far-sighted outlook and understanding 
had brought ‘‘fresh air and light into some 
of the more old-fashioned minds.’’ It was 
no surprise therefore that Miss Charles- 
worth’s address to the nurses was full of 
stimulating ideas and sparkling asides. 
Nurses and teachers were both respected 
and despised by the community she said. 
Efficiency without happy personal relations 
was a waste, and although some people 
became too involved in personal problems, 
this was less of a danger than mere efficiencv 
without humanity. 
Miss Peggy J. Dover won the gold medal 
and more than 20 nurses received prizes and 
hospital certificates. 


Left: LETCESTER GENERAL HOS- 

PITAL. Seated left, Miss Robson, 

principal tutor; centre, Miss G. E. Prior, 
matron, and Mr. A. V. Martin. 


Below: DRYBURN HOSPITAL, Dur- 
ham. Seated centre, Miss H. B. Thom, 
matron; Professor J. Natrass, who pre- 
sented the prizes, and Miss M. Dalrymbple- 

Smith, principal sister tutor. : 
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Adenovirus Vaccine; Student Mental Nurses; 
Rampion Institution; Midwives; Hillingdon; 
Proprietary Drug; Analgesics; Supplementary Estimates 


R. Gresham Cooke (Twickenham) asked 


the Minister of Health on February 4, © 


what steps were to be taken to develop 


the use of the vaccine which had been 


used successfully in the United States 
of America to give effective protection 
against several types of adenoviruses which 
tended to produce febrile catarrh. 

“Mr. Vosper.—The significance of infection 
with the adenoviruses and the value of 
vaccines as a meansof protection for suscept- 
ible groups are at present being studied at 
several centres in this country. : 

_ Mr. Cooke.—In an experiment with U.S. 
servicemen, 311 men were vaccinated with 
this vaccine, of whom only 4.8 per cent. 
developed febrile catarrh, whereas among 


. 311 servicemen not so vaccinated no less 


than 23 per cent. developed febrile catarrh. 
In view of that very satisfactory result, does 
not the Minister agree that it is important 
we should press ahead with the research and 
the application of research into these 
vaccines? 

Mr. Vosper.—Certainly, but Mr. Cooke 
must not confuse the common cold with 
febrile catarrh. The adenovirus has been 
effective with catarrh, and is likely to be 
marketed commercially here very soon; but 
as far as the common cold is concerned there 
is no such vaccine and research is continuing. 


Mr. Donald Johnson (Carlisle), asked the 
Minister what references as to character 
were required from applicants for the post 
of student mental nurse; and in particular 


' what precautions he took to ensure that no 


one, either male or female, possessing a 


previous criminal record, was appointed to | 


be in nursing charge of the mentally sick. 

- Mr. Vosper.—Hospital authorities invari- 
ably require references as to character to be 
obtained from persons of some standing, 
and, where appropriate, from previous 
employers. I know of no practicable means 
of obtaining information about any criminal 
record of an applicant for employment, but 
the risk could no doubt be minimized by 
requiring references covering the whole 
period of previous employment. 

Dr. Johnson.—Is the Minister aware that 
at a recent trial, at Winchester Assizes, of a 
student male nurse for the.manslaughter of 
a patient in Park Prewett Hospital, a con- 
siderable list of previous convictions was 
read out? Will he do what he can to tighten 
up the arrangements about references? 

.Mr. Vosper.—I have examined that case. 
The student nurse in question provided 
references from no fewer than three em- 
ployers; but no.record of his convictions was 
divulged. . The difficulty of obtaining 
in oe of that nature will be under- 
stood. 


Mr. Bellenger (Bassetlaw) asked the 
Minister what report he had received from 
the Board of Control relative to the investig- 
ation into the circumstances surrounding 
the escape of two male patients from 
Rampton State Institution. | 
Mr.. Vosper.—I. have received a report 
from the Board of Control showing how 
these. patients escap¢dd by means of an 
improvised pass-key. The board are taking 
measures to improve the security arrange- 
ments including the conversion of all locks 
to ‘detector’ pattern; the examination, 


with expert advice, of the top-locks with a 
view to improvement in pattern; a special 
effort to meet staff shortages; and the use of 
the hospital siren to warn the public in the 
immediate vicinity of the escape of a 
dangerous patient. 

Mr. Bellenger.—The Minister’s reply about 


security measures seems to be satisfactory, 


but is he aware that there are other factors 
at this hospital which require investigation? 
There is a certain amount of discontent 
among the male nursing staff at some of the 
conditions in the hospital. Is it not possible 
for a representative of his department— 
other than-a representative of the Board of 
Control who visits the hospital only twice a 
year—to go and see what has happened? 

Mr. Vosper.—The best answer I can give 
is that either the Parliamentary Secretary 
or I will pay a visit as soon as possible. 


Sir Keith Joseph (Leeds, North East) 
asked the Minister of Health on February 4 


whether, in the interest of the health of. 


midwives themselves, he would consider 
issuing a circular to employing authorities 
urging them to adopt a system of freedom 
from night calls for several nights at a time, 
‘as practised by at least one authority. 

Mr. Vaughan-Morgan, Parliamentary Sec- 
retary, replied.—Provision for minimum 
off duty periods for district midwives 
(including - consecutive nights) wherever 
possible is already contained in their 
conditions of service and I have no reason 


Mr. Beswick (Uxbridge) asked the 
Minister when he expected work to start 
on the new maternity ward of Hillingdon 
County Hospital; and when he expected to 
start work on the next stage in the recon- 
struction of the hospital. 

Mr. Vosper said that work on a new 
maternity block was expected to begin later 
this year and the reconstruction of the main 
hospital in 1958/9. Some 700 patients a day 


attended the outpatient and casualty | 


departments, which were inadequate for 
these numbers and would be replaced as 
part of the reconstruction. 


Mr. Edelman (Coventry) asked the 
Minister of Health whether he had studied 
the claims contained in the advertisement 
of a proprietary drug, particulars of which 
had been sent to him; what was its compo- 
sition; whether it was to be included in 
Prescribers’ Notes; what equivalent prepara- 
tion of a proprietary nature was already 
included in Prescribers’ Notes, and at what 
cost. 

Mr. V —Yes, 50 milligrammes of 
caffeine per tablet, The preparation has 
been noted for inclusion in the list of 
preparations advertised to the public which 
doctors have been asked not to prescribe. 
A standard drug of similar therapeutic 
effect is included in the British Pharma- 
ceutical Codex, retail price 114d. for 25 
tablets, and I am advised that its clinical 
use is small and diminishing. 

Mr. Edelman.—Is the Minister aware 
that this so-called pep-up drug is retailing 
at 2s. 6d. a phial? Is it not undesirable that 
this drug should be available indiscrimin- 
ately, even to children, withouf prescrip- 


to believe that it has not been generally 
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tion? Are there not certain social—quite 
apart from the physical—dangers arigj 
from the promiscuous use of this drug? 
Mr. Vosper.—I understand that the dry 
is not harmful and that in fact the effect 
of one tablet is about equivalent to that of 
a cup of tea or coffee. I agree on soci} 
grounds it is undesirable, and for that 
reason it has been included in the list of 
drugs which should not be prescribed, 


Mr. Sorensen (Leyton) asked what further 
advance had been made in the use of 
analgesia and the supply of apparatus in 
hospitals and in domiciliary practice; and, 
in the light of experience, what was the 
merit and cost of Trilene, as compared with 
other analgesia for confinements. | 

'Mr. Vosper.—No information is available 
about the use of analgesics in hospitals and 
by general practitioners.. In 1955 inhala- 
tional analgesics were administered by 

- domiciliary midwives in 75 per cent. of the 

confinements attended by them, compared 
with 72 per cent. in 1954, and the number 
of sets of apparatus in use rose from 6 489 
to 6,764. I am advised that Trilene serves 
broadly the same clinical purpose as gas 
and air but the apparatus is more easil) 
transportable. The costs of the types of 
apparatus in general use are broadly 
comparable. 

Mr. Sorensen.—Is it not true that in 
many respects Trilene is more suitable than 
other analgesics, valuable as: these have 
been in the past? What is being done to 
make Trilene available for domiciliary 
purposes much more than obtains at the 
moment? 

Mr. Vosper.—It is certainly true that the 
use of Trilene is on the increase. At the 
end of 1955 about 256 Trilene sets were in 
use while the number at the end of 1956 
had risen to about 900. As its value is 
appreciated, Trilene will become more 
easily available. 


The Civil Supplementary Estimates pub- 
lished on February 7 contain £26,900,000 for 
the National Health Services. Hospital 
running costs account for {15m.; 8m. is 
needed for drugs, appliances, and medicines 
after account is taken of an extra {1,200,000 
as a result of the new prescription charge; 
an extra {2,900,000 is needed for payment 
to doctors, and £1,600,000 to dentists. 
Welfare milk and welfare foods will require 
further £1,400,000. 


NASEAN, KENT BRANCH 

_ The following meetings have been 
arranged. 

February 25. Kent Branch (Canterbury 
Group) at Nunnery Fields Hospital, Canter- 
bury. Nominations to be sent to Mr. F. W. 
Lane, 1, Bournewood Road, Orpington, 
or to Mr. Dunk at the hospital. 

March 13. Members are invited to a film 
show in conjunction with the South East 
London Branch at St. Francis Hospital, 
Dulwich, at 7.30 p.m. Please notify Mr. 
Lane if you intend to come. 

March 20. Formation of a group at 
Brighton. A meeting will be held at the 
New Sussex Hospital ‘for Women, Windle- 
sham Road, Brighton. It is hoped that all 
members of the Association will attend. 
Miss C. E. Bentley, secretary of the Asso- 
ciation, will be the speaker. Members of the 
Hastings Branch and any other S.E.A.N.s 
or P.A.N.s will be welcome. 

March 28. Annual general meeting at 
Orpington Hospital, at 3 p.m. _ Election 
of hon. officers—nominations should be 
sent to Mr. F. W. Lane, 1, Bournewood 


Road, Orpington. 
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Letters the 


Single Basic Training 


MapaM.—tThere is more than a grain of 
truth in your recent medical correspondents’ 
complaints of inferior nursing care since 
there has been a tendency lately to regard 
classroom teaching as of more importance. 

Their suggestion of a shortened single 
standard basic training is not new but is 


‘sound as it would provide a larger body of 


nurses trained more quickly and thoroughly 
in bedside care. A section of these, willing 


- and suitable for further training, would take 


the full course in specially selected hospitals. 
The remainder could be called ‘enrolled’ or 
‘practical’ nurses and would include those 
who for personal reasons could not then 
complete their training but might do so 
later. The sense of inferiority arising in 
those trained in the present assistant nurse 
training schools would be eliminated as 
would much of the wastage due to trying to 
force youngsters beyond their mental 
capacities. 

_ Senior appointments in full training 
schools should be open only to those with a 
degree or diploma in nursing and they should 
receive salaries to accord with their training 
and responsibilities. This would provide the 
incentives for advanced training, at present 
non-existent. We could thus satisfy also 
our nursing colleagues, who consider there 
should be more advanced training for senior 
staff and greater selectivity of students for 
full training, without lowering the standards 
of nursing care which would result from 


‘rejection of those considered unsuitable for 


general training in its present form and who 
prefer to leave nursing altogether rather than 
take the present assistant nurses course. 

E. PATMORE, 


John Citizen’s Team 


MapaM.—It has been said that the 
trouble with public health is that it is not 
public—it is also possible to say that in 
many places in urban England, socialized 
medicine is not social. 

The concept of the family doctor/health 
visitor partnership has everything to 
recommend it, particularly, and I would 
say essentially, if their work is localized to 
one particular area, working within a 
community. They are two local figures 
who have confidence in each other, and 
who discuss their patient’s problems to- 
gether without his resentment, because 
they are known, respected, and should be 
universally liked and trusted. 

But let this team take due warning from 
Dr. Alexander Robertson’s article ‘The 
Role of Public Health in the New Social 
Order’. In this he mentions many people 
with whom John Citizen is required to make 
arelationship. In our desire for ‘integration, 
co-ordination and liaison’ within the 
National Health Service (and those many 
workers who may be called upon in special 
circumstances) let us not forget to look at 
John Citizen’s own team, those professional 
people who most frequently and personally 
influence his life. 

Within any given community, whether 
it be a village or a modern housing estate, 
they are, surely, the parson, the teacher, 
the employer (or his deputy, such as the 
foreman), the family doctor and the health 


Visitor/school nurse. This team does not 


cause ‘the bewildered patient’, and the 
more its members are seen together, both 
at work and upon social occasions, the 
greater is the patient’s sense of security 
within his community. He likes to feel 
that they are working with him, as well as 
working together for the common good. 

The family doctor and the health visitor 
are vitally concerned with the promotion 
of sound mental health, and therefore they 
are interested in inter-family relationships, 
but in many cases the cause of mental 
ill health is due to an introverted life with 
no sense of security or community outside 
the home. We must therefore concern 
ourselves also with inter-community re- 
lationships. The country family doctor 
and health visitor are at a great advantage 
over their urban colleagues working to- 
gether in a scattered practice in a large 
town. How often does the country doctor 
play Father Christmas, or wear a paper hat 
at the local village party? I well remember 
as a girl the stampede of local professional 
types, tradesmen and farmers, round our 
local hall, behind pink coats and hunting 
horn at the conclusion of our local hunt 
ball! Yet it is known that neurosis and 
mental ill-health are not such a problem 
in the country as in the towns. 

No one is better fitted than the family 
doctor and the health visitor to encourage 
the social life of the individual, to introduce 
the shy, introverted mother to a local leader 
who will then take over with the gentle 
skill and self-confidence which she has 
gained through her own election as a leader. 
The local team can then stand quietly by 
and watch the confidence being trans- 
mitted from one to the other like an infec- 
tious disease! An example of achievement 
by -working with people, rather than 


imposing a complicated and bewilderingly 


large team upon a community and working 
together for them, by chattering behind 


their backs and over their heads in a 


language which they cannot understand. 

Of course professional people need their 
own private lives. Social workers who spend 
so much time thinking of others need to 
care for their own mental health by thinking 
of themselves a little. But it does much 
for the ego of the families in our care if 
we. put on our best clothes and take an 
interest in their social endeavours some- 
times. While so doing, we can learn much. 
Just as the child psychologist and the 
teacher observe the child at play, so the 
trained and experienced family doctor and 


health visitor can observe much of the 


adult while he or she is among the crowd 
at a party watching the adults at play. 
We have our professional authority, our 
local committees, departments, and our 
professional organizations behind us. Let 
us not give John Citizen an inferiority 
complex by remaining always behind the 
necessary aura of dull uniforms, white 
coats, h ermic needles and the serious- 
ness of life’s problems. Instead let us 
endeavour to promote the individual 
within the community. Most urban com- 
munities today are too large in any case, 


A regular order with your 
newsagent will make sure of your 
NURSING TIMES each week. 


and on a new housing estate the tenant 
cannot choose his road or his neighbour, 
and an exchange, even if possible, is not 
the real answer. Let us try to see ourselves 
as members of a team which John Citizen 
can understand, and work with him within 
his own locality. 

: ANOTHER HEALTH VISITOR. 


Attesting Moral Character 


MapaM.—I was interested in the letter 
published in the Nursing Times on 
February 1 headed ‘Attesting Moral Charac- 
acter’. 

The nursing profession is, I am informed, 
not alone in desiring that their staff be of 
high moral character. Even if it were, is it 
not desirable to seek to encourage and 
retain such in our profession? Is it not 
that our contemporary standards are low 
rather than that requests attesting to good 
moral character are archaic or ‘historical’? 

Whatever other changes the years may 
bring, moral standards are still necessary 
to produce a healthy and happy civilization. 
History records how, when moral standards 
have declined, civilizations have crumbled. 
Today our own position is not such as to 
produce complacency, and it is surely up 
to us whether we ‘follow the historic road 
to ruin’, or seek to produce something 
really worth while that will endure and 
give, a healthier life and wider vistas for 
those following on. 

These qualities cannot seriously be 
affected by the quality of the print or paper 
on which they are attested! 

It is surely because of Florence Nightin- 
gale’s own rectitude that she had the moral 
authority to demand similar qualities in 
others. 

BLANCHE BARRETT. 


Clare Hall Hospital, South Mimms 


Miss G. M. Street, deputy matron, is 
retiring at the end of April after 13 years’ 
service to the hospital. Past members of 
the nursing staff wishing to contribute to a 
presentation gift should send donations to 
Miss Woodage, matron. 


Reader's Offer 
A reader would be pleased to send her 
old copies of the Nursing Times to a 
hospital, nursing school or mission abroad. 
We would be pleased to pass on any 
requests to her.—EDITOoR. 


NASEAN Spring Meeting 


The National Association of State En- 
rolled Assistant Nurses will hold its spring 
meeting in the Cowdray Hall, Royal College 
of Nursing, London, W.1, on Wednesday, 
March 13. 

10.30 a.m. Coffee. 

11 a.m. Branches open meeting. Resolu- 
tions, questions and suggestions submitted 
by the branches of the Association will be 
discussed at this meeting which ali members 
are invited to attend. 

12.45 p.m. Luncheon interval. | 

2.30 p.m. Meeting to hear the policies of 
candidates for election to Council. Each 
candidate nominated will have been invited 
to speak and an opportunity will be give 
to members to ask questions. ' 

4.15 p.m. Tea, at which members will 
have the opportunity of meeting the mem- 
bers of Council and special guests of the 
Association. 

Fees: registration 5s., including coffee and 
afternoon tea (members only). Apply to the 
Secr , N.A,.S.E.A.N., Cavendish 
Square, London, W.1. ’ 
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MR. P. ARCHER, chief male nurse, De la 
Pole Hospital, Willerby, with his wife, after 


veceiving the M.B.E., at the recent investiture 


at Buckingham Palace. 


NURSES MAY GET COUNCIL 
HOUSES 


PPLICATIONS for council houses by 
members of the staff of Powick Hos- 
pital, Upton, Glos., will receive sympathetic 
consideration although the council is unable 
to reserve houses for the use of the hospital. 
This was stated at a meeting of Upton 
R.D.C., recently. The R.D.C., also decided 
that part of the land proposed for private 
development should be offered to the 
hospital for building its own houses. 


NEW HOSPITAL BUILDING 
OPENED 


HE first new building to go up at 
Keynsham Hospital, Bristol, since 
nationalization, was opened on January 24 
Sir Havergal Downes-Shaw, chairman 
of the South West Regional Hospital Board. 
The building, a pleasant day room for 
the use of 17 chronically sick young women, 
has been provided with £1,337 8s. 11d. 
raised by the staff of the hospital. The staff 
hope to raise funds in the future for 
another day room for the main ward for 
men patients. 


PLAQUE UNVEILED AT 
BRISTOL 


PLAQUE has been unveiled at the 

Bristol Children’s Hospital, St. Mich- 
ael’s Hill, Bristol, in memory of Mrs. 
Kenneth Wills. 

Mrs. Jayne, chairman of the Guild of 
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WERE gad THERE 


Friends of the Children’s Hospital, said 
at a ceremony on January 24 that the 
glazing in of the balcony would bring 
additional comfort to the children and the 
Guild wished to dedicate the work to the 
memory of Mrs. Wills who had, during her 
life, been such a great friend of the hospital. 


PAYMENTS TO EX-JAPANESE 
PRISONERS-OF-WAR 


ORMER Japanese _s prisoners-of-war, 

civilian internees and the immediate 
relatives of those who have died, who have 
not yet received their final shares in the 
proceeds of Japanese assets being paid 
under the Peace Treaty withs Japan, are 
asked to write to the Ministry of Pensions 
and National Insurance, Thames House 
South, Millbank, London, S.W.1, not later 
than June 30. 

Money orders have already been sent to 
57,366 ex-prisoners but 1,257 have been 


Above: TRIPLETS 
—David, Charles and 
Michael Burnham, 
seven-month-old triplets, 
with their mother. 


Left: MOORFIELDS 
EYE HOSPITAL 


the Mayor and Mayor- 
ess of Holborn, Alder- 
man and Mrs.G.B.M. 
| Reed. They spent some 
' time in ‘the children’s 
-ward. With them is 
Miss M. B. MacKellar, 
matron. 


was recently visited by. 


returned undelivered because beneficiaries 
have changed their addresses without 
notifying the Ministry. When the dis- 
tribution is completed over 50,000 ex. 
prisoners will have received 476 10s. each 
and 8,600 civilian internees £48 10s. each. As 
we know a number of nurses were interned 
in Japan during World War 2 we publish 
this reminder to those of our readers 
who are themselves, or may know of others, 
entitled to claim an allocation. 


AUSTRALIA/ENGLAND 


of interest to many nurses. 
in England and Australia took place 
recently in Sydney, New South Wales, 
between Harry Wilkinson of Halifax, 
Yorkshire, and Nora McDonald of Canberra 
and Wollstonecraft, Sydney. They met in 
the Middle East; when both were serving 
with the Eighth Army. 

_ At the time of her marriage Mrs. Wilkin- 
son was matron of the Anti-tuberculosis 
Association ot New South Wales, and a 
member of the New South Wales Nurses’ 
Registration Board. Mrs. Wilkinson was 
also president of the New South Wales 
College of Nursing from 1953-56. She will 
now live in England. 


DOMESTIC SCIENCE AND 
DIETETICS 


HE work of the hospital dietitian and 

catering officer features in Domestic 
Science and OJDietetics, an attractively 
produced booklet recently published in the 
Ministry of Labour’s ‘Choice of Careers’ 
series at Is. 3d. The booklet gives much 
useful information on various branches of 
domestic science as a career, with the 
different courses of training available for 
different kinds of catering—schools, colleges, 
canteens and Government offices, in addi- 
tion to hospitals with their specialized 
needs. Particulars are also given of degree 
courses in nutrition, household science or 
domestic science, and openings as demons 
strators or as teachers of dietetics and 
catering are also dealt with. 


COURSES FOR OVERSEAS 
DOCTORS AND SCIENTISTS 


VER 700 scientific and other specialists 
will visit this country this year to 
attend courses arranged by the British 
Council in conjunction with British organ- 
izations. There are 29 courses of from two 
to three weeks each and among subjects 
included for the first time will be the use of 
radio-isotopes in medicine. The previous 
course of anaesthesia proved so valuable to 
overseas specialists that it is now held 
annually in co-operation with the Faculty 
of Anaesthetists of the Royal College of 
Surgeons of England. 
Among other subjects which are being 
repeated this year is plastic surgery. Many 
of the courses deal with cultural matters, 
including English history, language and 
literature, to be held at Oxford, Cambridge 


and Stratford-on-Avon among other centres. 
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During those long nine months so many problenss 
can beset the mother-to-be. One of these is almost 
bound to be heartburn. Luckily such a common 

_ problem has such a simple answer . . . Gelusil. 

~ Gelusil brings fast relief and prolonged relief. And, 
particularly important when it is likely to be 

taken regularly over a long period, Gelusil 

is not constipating. 

SN For gastric irritation, hyperacidity and morning 
ae ss sickness you can safely recommend Gelusil. 
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GELUSIL 


TRADE MARK 


Gelusil tablets are available at 

chemists in boxes of 20 and 50. Gelusil 

suspension in bottles of 6 fl. oz. 

You can safely recommend any product bearing the name. 


WILLIAM R. WARNER & CO. LTD. 
POWER ROAD, LONDON, W.4. 


Safety, simplicity and digestibility in 


INFANT FEEDING 


Safe—Libby’s Evaporated Milk is fresh cow’s milk concentrated, 
sealed in cans and sterilized so that it remains sweet and safe in- 
definitely. It cannot cause diarrhoea or other digestive symptoms 
due to bacterial contamination. 


Simple—In making the formula, no boiling or straining of the 
milk is required. It is prepared simply by adding boiled water and 
_ granulated sugar. 

Easily Digested—Digestibility depends upon lowcurd tension and 
small curd particle size.—The sterilization by heat of Libby’s Milk 
* is far more effective than is boiling in lowering curd tension. 


Please send for BUT curd particle size is an even more important index of digesti- 
the booklet bility than is curd tension, as shown by Doan and co-workers in the 
entitled United States. Libby’s Evaporated Milk, reconstituted with water 
‘Inf : and curdled with rennin, which approximates conditions 

nfant Feeding occurring in the infant’s stomach, remains liquid with suspension 
with Evaporated of extremely fine curds, similar to human milk, and much finer 

Milk’. than curd from boiled or any other kind of cow’s milk. 


Photomicrographs showingcom- 


—— parison of curds from: 


Libby’s Infant 
Feeding Department 


welcomes enquiries | 


Evaporated 


A—Human Milk. 


B—Libby’s Evaporated Milk 
mixed with 14 times its vol- 
ume of water. 

C —Pasteurized Milk. 

Each specimen was curdled by 

the addition of rennin. During 

the precipitation the milks were 
stirred constantly to simulate 
conditions in a baby’s stomach: 
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You’ve earned a 


cup of Bovril 


| | When the last job’s done, a cup of delicious hot Bovril 
will fill you with new strength. Bovril warms 
and cheers you, just won’t let you stay down ~ 2 
| ; in the dumps. Its rich, beefy goodness keeps ¢ 
— you fit and well. Take Bovril. om 


Hot BOVRIL Creers 


= The 
about growing up 


Growing up makes big demands on children’s . 


reserves. That’s why you'll so often hear amd that the 


mothers say “No wonder he gets so tired — 


he’s simply outgrowing his strength”. This is feeding tortle voutine 


the simple truth. 


Every growing child needs an extra supply , “fj ° 
of vitamins A and D to keep up these vital will Keep tt safe for baby 
reserves and to build firm bones and sound 
teeth. The energy that children use up must 
also be replaced. 

That’s why so many parents put their 
children on to SevenSeaS Pure Cod Liver Oil. 
It’s Nature’s finest source of essential vitamins 


A and D— one of the best energy foods there Leaflets and a film strip on ‘Care of Babies’ 2 
is. SevenSeaS builds up natural resistance to z Feeding Bottles and Teats’ are available 3 
common childhood infections. It costs only oe from Milton Antiseptic Ltd. 42/46 Weymouth > 
1/9d. a bottle, or 2/- for a pocket dispenser of pe | cant: London W! ‘ 


25 capsules. 
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Social Evening 


SOCIAL evening will be held in the 

Cowdray Hall on Wednesday, March 6, 
at 6.30 p.m. to meet Miss Olive Baggallay, 
M.B.E., Miss Edna Jackson, 0.B.E., and Miss 
H. M. Simpson, who have recently returned 
from interesting activities abroad. 

Miss Baggallay, former chief, Nursing 
Division, World Health Organization, re- 
turned in December from a world tour 
during which she visited Jamaica, the 
United States, New Zealand and Australia. 
Miss Jackson spent four months visiting 
hospitals and health services in Canada and 
the United States, and Miss Simpson 
has recently been at WHO European office, 
Geneva, in preparation for the joint WHO/ 
ILO seminar on The Nurse in Industry 
which is to be held in London in April and 
to which she has been appointed consultant. 

Coffee and light refreshments will be 
served, by courtesy of the Nursing Times, 
and all College members will be welcome. 


Sister Tutor Section 


MARION AGNES GULLAN CONTEST 


The practical part of the Marion Agnes 
Gullan Trophy will be contested by West- 
minster Hospital, S.W.1, The Middlesex 
Hospital, W.1, Belgrave Hospital for 
Children, S.W.9, and St. Thomas’ Hospital, 
$.E.1, at Guy’s Hospital on March 30, when 
Miss G. M. Godden, 0.B.E., president of the 
College, will present the trophy. 


AGNES ELIZABETH PAVEY AWARD 


Miss A. E. Pavey will make the first pre- 
sentation of the shield to the winning mental 
hospital team at Horton Hospital, Epsom, 
on Tuesday, March 12. The competing 
teams will be Holloway Sanatorium, Surrey, 
Rampton Hospital, Notts., and Stanley 
Royd Hospital, Wakefield. 


Kent Sister Tutor Section (within the 
Maidstone Branch).—The annual general 
meeting will be held at West Hill Hospital, 
Dartford, on Saturday, March 2, at 3 p.m. 
Miss M. Hill, chairman of the Sister Tutor 
Section, hopes to be present. 


Public Health Section 


CENTRAL SECTIONAL COMMITTEE 
NOMINATIONS 


CovINGTON, Doris L., superintendent school 
nurse, Portsmouth. 

HALE, Rosemary, principal health visitor 
tutor, Battersea Polytechnic. 

Knicut, Irene B., area superintendent 
health visitor, Essex County Council. 

Mace, Hazel, nursery matron, London 
County Council. 

Mackigz, Winifred M., assistant county 
nursing superintendent, Hampshire 
County Council. 

McFaRLANE, Jean K., health visitor, 
Cardiff City Council. 

SYLVESTER, Ida, superintendent nursing 
officer, Soke of Peterborough. 

Wearn, Edna M., superintendent of district 
nurses and non-medical supervisor oO 
midwives, Lady Rayleigh Training Home. 

WIncu, Winifred M., divisional nursing 
officer, London County Council. 


WITTING, Mary, superintendent nursing 
officer, Lindsey (Lincs.) County Council. 
Candidates will be invited to state their 

professional qualification and policies in the 

Nursing Times of March 29. 


Public Health Section within the Preston 
Branch.—The annual jumble sale is being 
held in the parish church’ schoolroom, 
Avenham Lane, on Friday, February 22, 
from 7 p.m. Preston Council of Women’s 
Organizations have arranged a conference, 
Social Changes during the last 30 Years, to 
be held at Alston Hall on March g. Six 
places have been booked for the Section; 


RovAL COLLEGE OF NURSING 
HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EDINBURGH: 44, Heriot Row 
6, College Gardens 


anyone interested should notify Miss N. 
Poole, Meadowcroft, Hale Nook, Out 
Rawcliffe, nr. Preston, as soon as possible 
(total cost 9s. approx.). It has not been 
possible to arrange a theatre party. 


(continued on next page) 


EDUCATION DEPARTMENT 


Supplementary Study 


Course for Diploma 


in Nursing 


RESIDENTIAL study course for candi- 
“\dates studying independently for the 
Diploma in Nursing of the University of 
London will be held at Dalton Hall, 
Manchester, from April 8—18. No attempt 
has been made to cover the complete 
examination syllabus in any subject and 
the course can only supplement other 
studies. A suggested reading list will be 
sent to each applicant. 
Daily sessions on weekdays will be from 
9.30 a.m.—12 noon and from 2—4 p.m. 
Monday April 8 
1.30 p.m. Registration. 
2.30 p.m. Opening address—The Art of 
Independent Study, by Professor R. D. 


Waller, professor of Adult Education, 


Manchester University. 
4.15 p.m. Announcements. 
5 p.m. General interest lecture. 


Tuesday, April 9 

Physiology: Dr. A. H. Gowenlock, Depart- 
ment of Haematology, Manchester Royal 
Infirmary, and Dr. F. B. Beswick, 
lecturer in experimental physiology, 
Manchester University. 
Structure and Function of Skeletal Muscle; 
The Nervous System. Demonstrations: 
frog—nerve-muscle preparation; reflexes 
in the spinal frog; sensory nerves in the 


frog. 
Wednesday, April 10 

Study Groups (see also April 12 and 16). 
7. Social Psychology: Dr. N. J. de Ville 
Mather, lecturer in psychiatry, Man- 
chester University. Lectures and dis- 
cussions will centre round an introduc- 
tion to general psychology and the 
implications of social psychology; leader- 
ship and discipline; psychology of groups; 
psychology of illness. 


or 
2. Preventive and Social Medicine: Mrs. 
Barbara Rodgers, M.A., senior lecturer 
in Social Administration, Manchester 
University. Studies in the. Social Services 
—on April 10 and 16 discussion will centre 
on case studies illustrating the social 
services in action. 

7.30 P. m. Films at Dalton Hall. 


Thursday, April 11 
Physiology: Dr. Gowenlock and Dr. Beswick. 
The Heart and Great Vessels: Cardio- 


vascular System. Demonstration: frog— 
recording of heartbeats and the effects 
of ionic constituents and drugs; conduc- 
tion in the heart; capillary circulation; 
cat—cardiovascular reflexes. 


Friday, April 12 
Study Groups (see April 10). 7. Social 
Psychology. 2. Studies in the Svcial 
Services: on April 12 Professor R. E. 
Lane, Nuffield professor of Occupational 
Health, Manchester University, will 
present for discussion a case study illus- 
trating certain community health prob- 
lems. In the afternoon Miss H. M. 
Simpson, tutor, Education Department, 
Royal College of Nursing, will lead a 
discussion on an industrial health survey. 


Saturday, April 13 
9.30 a.m. Visit to Royal Eye Hospital for 
talk and demonstration by Dr. E. 
Naylor, research fellow in Ophthalmic 
Optics, Manchester University, on Light 
and Optics. 
7.30 p.m. Social evening, Dalton Hall. 


Sunday, April 14 
Afternoon coach tour in Derbyshire. 


Monday, April 15 
Physiology: Dr. Gowenlock and Dr. Beswick. 
Carriage of Oxygen, Carbon-dioxide and 
Metabolites and the Interchange in Tissues 
and Lungs. Demonstrations: man—re- 
flexes, sensation; effects of exercise and 
posture on the cardiovascular system. 


Tuesday, April 16 
Study Groups (see April 10). 
Theatre party. 


Wednesday, April 17 

Physiology: Dr. Gowenlock and Dr. Beswick. 
Metabolic Rate; Temperature Regulation; 
Outline of Metabolism. Demonstrations: 
digestion of foodstuffs by digestive 
juices; histological slides. 

8 p.m. Closing address: A Clinician’s 
Approach to Preventive Medicine, by 
Professor Lane. 


Fees. Tuition {6 6s. (College members 
£4 4s.); laboratory fee 10s.; residence /14. 
Application should be made before March 15 
to the Director in the Education Depart- 
ment, Royal College of Nursing, Cavendish 
Square, W.1. Early application is advised. 
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